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DO NOT know that nutrition has any special significance during orthodon- 

tic treatment, but I do know that orthodontic treatment would not be 
necessary if the nutrition of the mother and the patient had been in keeping 
with the laws of nature. Nature does not make mistakes; teeth are not miss- 
ing or displaced, and jaws are not malformed, unless something or somebody 
has interfered, and it is usually the food intake. 

When we speak of nutrition, some of us do not really know what is meant. 
We have vague ideas of it. It is very pertinent to ask: What is nutrition? 
Most people seem to think that nutrition is just a matter of taking food into 
the mouth, masticating it, and passing it into the stomach and intestines, 
where it is split up into parts small enough to pass through the intestinal wall 
and be absorbed into the blood, or stored up in the liver and tissues. 

As a matter of fact, this is not actual nutrition, which takes place only 
when the individual cell takes up that particular material and makes it a 
part of its living substance. This is true nutrition; or, in other words, life 
energy has been supplied to the living cell. 

Then we come to consider what kind of material the cell can assimilate, 
to make it a living part of itself, the body being composed of about twenty 
different elements. The cells cannot utilize these elements in their inorganic 
form, such as carbon, hydrogen, calcium, phosphorus, ete. The only element 
that enters the body as an element in its inorganic form is oxygen. The body 
takes up from twenty-two to twenty-eight ounces of oxygen per day, more 
than the average food intake. The blood also gives off from twenty-four to 
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thirty ounces of carbon dioxide per day. All other elements except oxygen 
that a cell can absorb to make a living part of itself must be in an organized 
form. 

What is the difference between organic and inorganic material? So far 
as chemistry is concerned there is no difference. Magnesium, calcium, iron, 
sulphur, or whatever element it may be, gives the same chemical analysis, 
whether taken from organic or inorganic material. <A cell cannot take up 
inorganic material and make living material out of it. Only the plant with 
its chlorophyll, with the sunlight, air and water, can do this. 

What constitutes life, how it is made, whence it comes, and whither it 
goes, we do not know. All we know is the manner in which life manifests 
itself. 

In a grain of wheat nature has made a most marvelous provision; for in 
that seed is stored up all of the organized material such as protein, carbohy- 
drates and mineral salts which are necessary for the germination of that seed 
and its growth until it can put forth a green leaf with the chlorophyll in it; 
when it thus becomes able to organize its own organic material from the in- 
organic, taken from the earth, out of which the plant can then develop. This 
is nature’s way of changing inorganic material into organic. 

When we prescribe a diet for children or adults, we prescribe the foods 
which we believe, from analyses given us in books, contain what is necessary 
- to supply the deficiencies and the daily needs of that particular individual. 
We usually do not remember that the fruit or vegetable may not contain all 
the elements as given us in one particular chemical examination, for the chemi- 
cal analyses of food products vary to quite an extent, depending upon the soil 
upon which they were grown. 

Sixty or seventy years ago, Liebig gave his law of the minimum, which is, 
if in the soil any one element is deficient or not available, upon which the 
plant can depend for its growth irrespective of the quantity in which the other 
mineral elements are supplicd, that plant will not develop beyond its smallest 
requirements. He also found that microorganisms, scales and molds could not 
develop on a protein that was high in the organic salts of sodium, potassium, 
ealeium and iron. 

So, when we eat our vegetables and fruit, we do not know that all the 
minerals necessary for a healthy plant are there in correct proportion, as 
nature intended they should be. In other words, we may be getting our food 
from a deficient plant. Plants and vegetables suffer from deficiency or nutri- 
tional diseases the same as man, and sometimes we try to overcome a nutrit- 
ional deficiency in human beings by eating a plant or vegetable that also ha> 
a nutritional deficiency. In that way, we are not going to progress very fas'. 
Some authors have made the assertion that 90 per cent of all diseases are 
nutritional in their origin. Some go so far as to make this 100 per cent. 

It seems better to divide these conditions into three groups: structure: 
deficiency, nutritional deficiency, and excesses. 

Structural deficiency is what the orthodontists are particularly intereste: 
in, and that is often caused by nutritional deficiency, either on the part of the 
individual or of the mother before birth of her child. In some eases it ma; 
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seem to be hereditary, but if we go back far enough and study the causes, we 
shall usually find that man has made the mistake, and not nature. 

Other structural defects occur where certain organs or tissues have not 
developed to a normal extent. These variations are due to numerous causes. 
Without variation in growth, life probably would never have developed be- 
yond the stage of the ameba. That variation in the growth and division of 
cells over the past million years or so has been the means of producing all the 
different kinds of plants and animals. Burbank developed many new plants 
by crossing those plants that varied from the original. Similarly we have 
variations of structure in our bodies. When these variations develop too far 
in a wrong direction, the plant or animal ceases to exist because nature elimi- 
nates it. So, too, there is a great variation of the digestive apparatus in dif- 
ferent individuals which is accentuated by their food intake. 

To my mind, we have three different types of digestive apparatus cor- 
responding with the three different types of mouths which can be described 
as the square, the triangular, and the oval. These usually accompany certain 
types of faces; for instance, the oval type will usually have teeth that are not 
only ovoid in form, but are closely set together, and usually will be inclined 
inward at the tip. People with these mouths usually have good appetites and 
good digestion; they will be inclined to overeat, particularly on the carbohy- 
drates and sugars, which means they will have a deficiency in calcium and 
phosphorus and what is called carbohydrate poisoning which will produce 
adenoids and bad tonsils. 

In the square type, the teeth are not’so closely placed, the mouth instead 
of being coneave is straight, the appetite is not so vigorous, and they are not 
so likely to overeat. The convex type, whose anterior teeth stick out like 
those of a rabbit, usually have a digestion that is not dependable. They will 
have periods of seeming indigestion with no apparent reason, at which time 
they will be cross and cranky. These conditions are due not only to variation 
in cell growth but to varying nutrition as well; and it does not seem reason- 
able that all these mouths should be reduced to the same classification. Since 
there are no two people in this world who are exactly alike, is there any 
reason to suppose that there would be any two mouths exactly alike? 

Under excesses we have one of the hardest conditions to meet; for, as it 
has been said, most of us dig our graves with our teeth. We do this for two 
reasons: first, because we have been living on deficiency foods; that is, our 
foods have not contained all of the elements needed for the use of the organ- 
isi, or in their proper proportion, and the body in its demand to have this 
deficiency supplied has increased the appetite to such an extent that a great 
many people have lost all sense of why they eat and live to eat only for the 
Seise of taste, which is a poor guide for supplying the body with necessary 
el:ments. For this same excess we can blame ourselves for our eliminating 
in: ‘ficiency which is due principally to our overindulgence in foods which are 
de‘cient. Eighty per cent of all the drugs sold are for constipation. One 
dre store in New York carries 700 different kinds of drugs, combinations 
an: cures for constipation. 
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Foods and nutrition are not the only factors for good health. We have 
five others, which are pure air, pure water, proper exercise, sunlight, and a 
cheerful mental attitude. 

We had named nearly all the elements required by our body to maintain 
life, but we may have food that does not contain all the mineral elements 
needed. We can further spoil foods by improper preparation, and that is 
where most of it is ruined, in the cooking process. 

It is well known that no amount of cold will kill life; but any amount of 
heat above 110 degrees, if continued over a sufficient period of time, will de- 
stroy life. 

Knowing these facts, we proceed to bake, fry, boil and desiccate our 
foods in an attempt to break down the cellular substance of our carbohydrates 
and to soften the fibers of our proteins, as we think they will be more easily 
masticated and digested. In this cooking we put salt in the water and salt 
in the food, which will take out the mineral content by osmosis. The heat in 
the presence of oxygen not only oxidizes the foods but destroys the greater 
part of the vitamins; so when we have finished preparing this food there is 
little life remaining in it. 

What life is, we do not know, but it is life that makes the difference be- 
tween the inorganic and the organic. Chemists cannot distinguish the differ- 
ence by chemistry. Chemical analysis to determine what life is, reminds me 
of the man who picked up a live electric wire, and then had a chemist exam- 
ine a part of it to see what that piece of copper contained that shocked him so. 
By chemistry we can determine only thet the wire was a plain piece of copper. 

Why is it necessary to replenish the material of which our body cells are 
composed? If there is no difference between the organic and the inorganic, 
why do we have to supply the body-with from fifteen to twenty-five grains of 
calcium every day, and from twenty-two to thirty-five grains of phosphorus 
and six to ten grains of sulphur, and from four to eight grains of iron? The 
body already has a sufficient amount of these minerals, and the body is too 
economical a machine to eliminate anything that it needs. These minerals are 
thrown out of the body every day; nature would not do this if there were any 
life or electromagnetism left in these materials that the body could use. This 
material must be replaced by life-containing elements that had life put into 
them by the action of the chlorophyll in sun and air in the vegetable kingdom. 

In orthodontia, we must have a sufficient supply of calcium, or the teeth 
will not stay in place when we have them in place; but calcium is not the 
only element that is necessary. We must also have sufficient amounts of 
sodium magnesium and iron. Inorganic calcium has been given to human 
beings for centuries for the building up of bone tissue; and now a colloial 
ealcium is being given, a preparation that is supposed to pass through ‘'e 
stomach into the intestines without being acted upon by the stomach sevre- 
tions. 

It is quite possible that a great deal of this calcium ean be and is ta)°n 
up by the blood, but I do not believe that any part of it ever enters into liv ng 
bone structure, because the human body has no power to organize inorg:"i¢ 
material into organic and put life into it. But, you may ask, why is it then 
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that we get an improvement in these cases in which calcium is given? There 
is no doubt that inorganic material may have a chemical effect upon the or- 
ganism, but it is not reasonable to suppose that it can ever enter into its life 
cyele. What probably happens is this: the ashes of cell metabolism and the 
expending of energy are acid in reaction, as are a great many of our foods. 
These acids must be neutralized béfore they can enter into the blood stream. 
These inorganic salts of calcium and sodium can be used for the purpose of 
neutralizing these acids, which will leave the organic material to be built up 
in living tissue. 

J have a little farm up in the country where I am trying some experiments 
on vegetables. Last year I sent some samples of the soil to the state chemist, 
and all the information I received was that a little lime rock and the usual 
commercial fertilizers were all that the soil needed to make it grow good crops. 
This did not seem reasonable, for as far as I could find out, the land had been 
fairly well eared for. I sent to Maine and bought some powdered rock which 
contains nearly all the mineral elements that are necessary for plant life. 
This I used freely both before and after planting. To my surprise, the crop 
was not only larger than that of the year before, but the quality of the vege- 
tables in flavor was greatly improved. Another noticeable thing was that I 
did not have to spray for bugs and insects. Whether this was due to the year 
or to the mode of cultivation, I do not know. I shall probably find out in an- 
other year or so. I attributed the fine flavor of these vegetables to the proper 
balanee of the mineral organie salts. The fruits and vegetables from Cali- 
fornia and apples from Oregon have not the flavor of the same things grown 
on New England soil which contains a sufficient amount of the minerals neces- 
sary for the plant life. 

In the fertilization of soil as it has been practiced for past centuries, the 
excretion of animals has been used almost exclusively. This probably was due 
tc the fact that cur ancestors noticed hew rank the grass and other growth was 
where cattle or sheep had been, but they did not notice that neither sheep, 
cow nor horse would voluntarily eat the grass that grew through these animal 
excretions, because the animal knew that these grasses were not only deficient 
in mineral content but were infected with decayed material. The common 
habit of fertilizing with manure, which is deficient in the mineral salts and is 
reeking with putrefactive bacteria, would seem to be the wrong method of 
producing healthy plants, for these bacteria not only sour the land and make 
it unfit for healthy vegetation, but promote the growth of scales, blight and 
inseets, as this material does not contain the mineral elements needed by the 
plant to resist disease. 

So many times you hear people say, ‘‘I have been able to eat anything 
andl everything all my life and as much as I wanted, and it has not hurt me 
yt.’? These people are simply displaying their ignorance. The mere fact 
that any particular kind of food or combination does not give them immediate 
pain, does not prove a thing, because the danger and injury that come to us 
fom improper combinations do not follow immediately, but are the result of 
diseased or altered functions which appear when wrong eating has been car- 
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ried on over a period of time. One drop of water does not wear away a stone, 
but a continuous dropping will do it. 

The digestive apparatus beginning with the oral cavity, then the stomach, 
the intestines and the different glands, is a chemical laboratory. Chemical 
reactions take place there exactly as in any other chemical laboratory, and 
the laws of chemistry operate in the same manner. A material that requires 
digestion or change in an alkaline medium cannot and will not change to 
advantage in an acid medium, neither will a protein that requires an acid 
medium be digested in an alkaline medium, so how can we expect to put those 
two classes of foods into the stomach at the same time and expect that nature 
is going to take care of them and change the laws of chemistry to accommo- 
date our ignorance? It cannot be done in the laboratory, and it cannot be 
done in the stomach, and because you do not have any pain does not mean a 
thing. You live in spite of it, not because of it. 

We have two main classes of foods, carbohydrates and proteins. The 
carbohydrates require an alkaline medium for digestion. This starts with the 
saliva in the mouth, which contains ptyalin, the enzyme which converts starch 
into sugar. These starches should be thoroughly masticated, thereby being 
mixed with the saliva. They are then passed into the stomach in a liquid 
state, or should be masticated to the consistency of cream. Conversion of 
these starches continues in the stomach if the stomach does not contain a 
large amount of proteins. This carbohydrate liquid will immediately pass into 
the pylorie end of the stomach and then into the small intestines, where the 
conversion is completed. 


The proteins, on the contrary, should not be masticated to a liquid but 
swallowed in more or less chunks, so that when they reach the stomach they 
_ will not be passed on to the pyloric end of the stomach but will remain to be 
acted upon by the gastric juices which are acid and will split up these pro- 
teins into peptone. There is no secretion in the mouth that will aet on pro- 
teins, and no secretion in the stomach that will convert carbohydrates ; conse- 
quently, they should not be eaten at the same time, for, if they are, one will 
interfere with the digestion of the other. 


From this you can see that it is chemically incompatible to eat carbohy- 
drates and proteins at the same meal. Their digestion is absolutely different. 
While a great many people can eat them at the same time with no apparent i!! 
effect, there are very few who do not have sour stomachs and more or less 
indigestion and gas as a result of this practice; and they will find that if they 
will take their foods in proper combination, these conditions will not exis‘. 


Many people tell me that they cannot take orange juice or fruit for 
breakfast, as it gives them indigestion. I always find that they are in t!° 
habit of taking this fruit with a cereal or toast. The acids of these fruits 0! 
course will attack the sugars.that have been converted from the starch, ai 
will immediately start fermentation. After the stomach has been punish: 
with a breakfast of this kind over a period of years, of course it will reb«', 
and the individual lays it to the acid of the fruit and not to the wrong ¢o!- 
bination of foods. 
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The best breakfast is an entire fruit breakfast, and raw fruit at that. If 
you wish milk with it, that will do no harm unless a part of the breakfast has 
included melon, but do not take any starches with a fruit breakfast or you 
will then be flirting with trouble. Never eat anything that will keep. That 
includes all these doctored foods that come in packages which can remain on 
the grocer’s shelves for months or years. Any food that is not good enough 
for a microorganism, molds, bugs or mice to eat, is not good enough for me. 
I do not want it in my stomach. Take a piece of smoked beef or a piece of 
dried out and smoked ham. It may be doctored up so that it tastes pretty 
good, buf there is comparatively little of food value in it, and it takes more 
energy to digest it and prepare it so that the body can get what little there is 
than I care to expend for my system. Take the ordinary white flour that 
keeps indefinitely. They put it up in bags and barrels and ship it around the 
world, and the millers tell us that when it comes back to New York it is just 
as nutty as when shipped, and they give this as a reason why it is a good 
food; yet, I am convinced that we are the ones that are nutty when we eat it, 
for, if white flour and white sugar are not deficiency foods, then I do not 
know what is. 

The best way to plan one’s food intake is to make a meal of one class of 
food at a time. For instance, it has been found that a fruit breakfast with 
nothing but ripe fruit and milk is quite enough. For lunch we make a ear- 
- bohydrate meal. This can be made of any one of the starches, such as baked 
potato eaten with the skin with plenty of butter and one or two nonstarchy 
vegetables, a large salad of lettuce or cabbage or endive, or any of the green 
leaf salads. Dressing should be made of olive oil and lemon juice, never vine- 
gar. If you wish fruit on this salad with starches, the following fruits are 
compatible: the avocado, figs, raisins and dates. 

Make dinner the protein meal, and the protein can be nuts for a vege- 
table protein, or any of the meats, fish or eggs. At this protein meal no 
starches should be eaten, but one may have one, two or three of the nonstarchy 
vegetables. Of course, the dinner can be started with a good vegetable soup, 
or any soup that does not contain a starch for thickening. The dessert may 
be a custard or a large fruit salad, or any raw fruit or cheese, if you leave 
out the crackers because they are starch. 

Sometimes people remark that they do not pay any attention to any par- 
ticular kind of diet, because their natural appetite or taste guides them in 
what they are to eat. This may be all right for some men, but animals seem to 
have more sense in their eating than man. Did you ever see a dog eat, and 
dil you notice he simply chewed his meat in pieces small enough to be swal- 
lowed? In fact, sometimes they would be so large that he could hardly swal- 
low them; and you have heard the remark that cats and dogs never chew 
their food. This is a correct observation, and it is also a correct way for 
these animals to eat. As they are meat eaters, there is no carbohydrate in 
their food. There is also no enzyme for the conversion of starches in the 
Saliva; consequently, there is no reason for masticating their meat since that 
is ligested entirely in the stomach, and the large chunks which they ingest 
give the digestive juices of the stomach a chance to act. 
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If this meat were chewed to a liquid, as man is taught to do, it would not 
remain in the stomach long enough to be acted upon by the digestive juices of 
the stomach but would pass on into the small intestine, and most of it would 
putrefy because the secretion of the pancreas could not convert into peptones 
such an amount of protein. A horse, on the other hand, in eating oats, masti- 
cates them very thoroughly with plenty of saliva, which you will see not only 
dripping from the horse’s mouth but sometimes running out of it. Animals 
show more intelligence in their eating than man, with all his knowledge of 
chemistry. 

The body contains only 5 per cent of the organic mineral salts, but with- 
out this 5 per cent in its proper proportion the functions of the body cannot 
take place. Osmosis, which is the foundation of assimilation, depends upon 
these salts, of which there are about twelve. Calcium, which forms a large 
percentage of the bones, is a very important mineral; so are sodium, magne- 
sium, silicon, and the others. They are all important in their proper propor- 
tion. 

Sodium is seldom mentioned, though it is very important as it is the 
sweetening element of the body. It also is very necessary to keep the calcium 
in solution; for if the calcium is not kept in solution it cannot be deposited in 
the bones and teeth. Magnesium is another very important element for the 
formation of teeth. It gives elasticity to the bones and hardness to the teeth. 
- One per cent of the bone is magnesium, and magnesium forms 1.5 per cent of 
the enamel of the teeth. Ivory contains 5 per cent magnesium which makes it 
almost indestructible. The teeth of carnivorous animals contain a large per- 
centage of magnesium, nearly as much as the ivory, which gives them their 
hardness and prevents them from wearing down in masticating the bones of 
their prey. 

DISCUSSION 


President Cooper.—Thank you, Dr. Cotton. On behalf of the Society, I want to assure 
you that your timely lecture is very much appreciated. We shall now open the meeting for 
general discussion and questions. I was under the impression that phosphorus was also very 
essential in the metabolism of calcium, 

Dr. Cotton.—All the mineral elements are essential and in their proper proportion, | 
have mentioned only three or four, but I do not mean to infer that the others are not also 
important. Of course bone cannot be built without phosphorus. 

President Cooper.—Can calcium be used without it? 

Dr. Cotton—No. Neither can calcium be used without sodium, magnesium, sulphur an‘ 
the other organic mineral elements. 

President Cooper.—Is not the disease known as brittle bone a matter of too muc’ 
magnesium in the bone? 

Dr. Cotton.—I do not know; but I do know, that if 5 per cent of magnesium will mak: 
ivory with the proper proportion of the other elements, then 2 or 3 per cent of magnesiu' 
could not make brittle bone if the other elements necessary for bone were in proper prop0! 
tion, as magnesium in its normal proportion of 1 per cent gives the elasticity to bone. 

Dr. Wright.—Today the fancy of the public is being stimulated by the good effec’ 
that are occurring from the ingestion of sauerkraut juice, tomato juice cocktails, an: 
Woreestershire sauce. I would like you to comment on them. I would like to find ou’ 
something about them. Are they good or bad? 

Dr. Cotton.—Sauerkraut juice is very beneficial for some people. It contains micr: 
organisms that will assist in changing the flora of the intestine. Of course, when the juic 
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contains too much salt it may be injurious. Tomato juice contains a large amount of 
vitamin C. This, of course, is in the pure tomato juice. What the concoctions are that are 
served in the restaurants as tomato juice, I do not know. Some of them may be good, but 
I have a suspicion that most of them are doctored ketchups which are certainly not good. 
Worcestershire sauce is a condiment in which there is no food value. It is taken to stimulate 
the flow of digestive juices, which should not be necessary. You cannot stimulate a muscle 
to action by beating it and expect the muscle to function properly, neither can you con- 
tinually stimulate the flow of digestive juices and expect them to function in a normal 
manner. 

Dr. Wright.—Is there any deleterious effect from using Worcestershire sauce with 
proteins? 

Dr. Cotton—If you have a reasonably good digestion, you do not need to stimulate 
either your appetite or the cells producing digestive juices. If you feel that you need these 
things, you should go without food until a normal appetite returns. 

Dr. Meyer.—Will you say something about the benefit or objection to the use of coffee 
or tea? 

Dr. Cotton.—There is no food value in either coffee or tea. They merely please the 
appetite and act as a stimulant. They probably do no more harm in average doses than 
smoking or drinking, which are certainly not advisable. The caffein of coffee is very 
similar to uric acid; in fact, the caffein is changed into uric acid before it is eliminated. 
The insidious part of caffein is that it not only stimulates but takes away the sensation 
of fatigue, with the result that when the stimulation has passed, the individual is more 
tired than ever. Tea is also of no food value and its stimulant acts very much the same. 

Dr. Meyer.—Another thing in regard to milk. We know that children digest milk 
easier than adults. 

Dr. Cotton.—What do you mean by that? Is milk a good food, or is it not? Is it 
the proper thing for them to eat, what do you mean? 

Dr. Meyer.—I mean to say the enzymes of a child digest milk a lot easier and oxidize 
it quicker, and use it up as a food quicker than adults. 

Dr. Cotton.—Certainly they do. The average child does not take milk the way an 
adult does. He gets it very slowly, he either is breast-fed or gets it from the bottle which 
mingles the secretions with the milk and also forms small curds in the stomach, so that the 
digestive juices can properly act upon it. Adults drink their milk down. They take it in 
large gulps which are not mixed with the saliva, and so form large curds in the stomach 
which cannot be properly digested. Milk is a natural food for babies until they have reached 
the weaning stage, when the teeth commence to erupt. At this state the secretions begin to 
change, for prior to this time, there has been no enzyme in the child’s saliva for the con- 
verting of starches. The minerals in milk are more easily assimilable than in most other 
foods; that is, in its raw state, and yet, we ruin this natural combination by pasteurization. 
Pasteurization of milk means heating it to 140° for five minutes. This will lower the 
bacterial count to an appreciable degree. It would also kill the souring bacillus, for after 
milk has been pasteurized, it cannot sour, only putrefy. If you want to prove this, take 
a bottle of each, one pasteurized and one unpasteurized. Let them remain in a warm room 
for thirty-six hours, and then smell them. No one could possibly eat or drink the putrefied 
pasteurized milk, but the naturally soured unpasteurized milk is still a good food. The 
pasteurized milk is just plain decayed milk with the odors that go with decay. Pasteurization 
ulso has an effect upon the calcium and the other minerals so that they are not easily 
aborbed and assimilated. It also kills most of the vitamin C which has to be replaced with 
orange juice or tomato juice. It is usually not advisable to change nature’s combinations. 
We should take our food as nature made it, and not as man’s fancies fix it. 

. Margolis——What kind of milk is best? 

. Cotton.—Raw milk. Mother’s milk is best. 

. Margolis.——Are there not possibilities of other infections? . 

. Cotton.—There certainly is a possibility if the milk is not produced from healthy 
‘ows and properly taken care of. You can get all kinds of infection and microorganisms 
‘rom dirty cows, dirty barns and dirty men, or the cows may be fed on deficient food, and 
00d milk cannot be produced from deficient food, that is, fit for anybody to eat, including 
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the calf. Milk has been produced on a farm in Iowa and bottled under perfect conditions. 
This milk was shipped to Paris and returned to the farm in Iowa, and was sweet when 
received, proving that pasteurization is not necessary if milk is properly produced. 

Dr. Margolis.—The way it is handled, the small farmer gives the milk to the big pro- 
ducers, and it is difficult for the consumer to identify the source. 

Dr. Cotton.—It certainly is. The distributor of course is strong for pasteurization, for 
his pasteurized milk will keep longer and gives him a chance to sell it. Pasteurized, it will 
not sour, and it will not thicken as quickly as unpasteurized milk. He can get it to the 
market, distribute it and collect his money before it spoils on him, regardless of the injury 
he has done to the produce. 

What would you think of a physician who sterilizes instruments in a temperature of 
140° for five minutes? Would you think he was aseptic? You pasteurize milk at 140° for 
five minutes, which is the limit, and they tell us the bacteria have been killed, when they 
have only been reduced and you have upset the chemical constituents of the milk, which makes 
it less assimilable. 

Dr. Hurder.—I want to ask you about diet, as far as the lunch is concerned. You 
said that you would recommend a protein or a starch, a nonstarchy vegetable and a protein. 

I should like to know if you would recommend the use of bread. I know you prefer 
whole wheat bread. I know that most peopie, including ourselves, use bread and they use a 
lot of it, and I notice you made no mention of bread in your recommendations here for 
diet. I am interested to know whether you would recommend whole wheat bread for 
youngsters. 

Dr. Cotton—You mean to be eaten at a carbohydrate meal instead of potato or mac- 
aroni? 

Dr. Hurder.—Whether you would add bread to it. 

Dr. Cotton.—I have recommended only one kind of starch at a starch meal. If you 
have baked potatoes, or rice, or whole wheat bread, that is all right. Anyone of them, but 
not all of them at the same meal. 

Dr. Hurder.—Most people use bread at every meal. You would not recommend that? 

Dr. Cotton.—No, certainly not. ‘ 

Question.—I should like to ask your opinion of cod liver oil. 

Dr. Cotton.—Cod liver oil is extracted from the liver of the cod, as you know. There 
are certain algae which grow on the top of the sea. These algae absorb the sun’s rays and 
are high in vitamin D. The little fish live on these algae, and in turn the cod live on the 
little fish; so the vitamin D is thus stored up in the cod’s liver. How long cod liver oil 
will hold vital vitamin D I do not know, but I should imagine that cod liver oil would not 
keep indefinitely, and if I were going to take it, I would want it as nearly fresh as I could 
get it. Vitamin D is also contained in the yolk of the egg, and a very little in wheat, and 
some in butter. 

Dr. Dewey.—Mr. President, I suggested to the officers of this society to get Dr. Cotton 
to speak on nutrition. I did that because I knew he was very enthusiastic. But his en- 
thusiasm to a certain extent runs away with him. 

Now it is all right to be an enthusiast about a great many things, and it is all right 
to hitch your wagon to a star, but it does not pay to sell the mule. 

Dr. Cotton, so far as nutrition is concerned, seems to have sold the mule. Everything 
he talks about, of course, is ideal. We are not living under ideal conditions. Consequently, 
we have to adopt our ideas on nutrition, according to the un-ideal conditions under whic!) 
we are living. That is true in regard to the pasteurization of milk. There is no question 
but that raw milk properly handled is better than pasteurized milk. 

In the civilization in which we live, pasteurization becomes practically necessary under 
such conditions as we have in the large cities. The value of pasteurization ean be proved 
by a comparison of health reports in various cities where pasteurization is compulsory and 
those where it does not take place. 

If Dr. Cotton will go back through the health reports of New York City, I do not 
remember the percentages (but it was not but six weeks ago that I had a chance to look 
over them), he will find New York City has one of the smallest percentages of typhoid 
fever in the country. It is taken as a standard among health authorities. I was out in 
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Kansas a year ago at a medical meeting, and heard quoted by the commissioner of health of 
IXansas, that the reason for the low typhoid rate in New York is pasteurization more than 
anything else. Nearly every typhoid epidemic that is traced in any city by the health 
department comes from the milk supply. While it is true that pasteurization does not destroy 
all bacteria, it seems nearly to control the typhoid bacilli, and that is one of the diseases 
prevalent among dairy workers. They contract walking typhoid. The ideal thing for milk 
supply would be to get a goat. We cannot always get milk goats here in New York. We 
sometimes get the other fellow’s goat, but such a goat is no good so far as milk is con- 
cerned, 

There is no doubt, it almost seems, as Dr. Cotton has shown you in his discourse, that 
civilization has been working against nutrition all along the way. 

Take the question of flour. As he said, any self-respecting worm would not live on a 
modern flour. Last summer in Kansas, I carried on an interesting experiment in more or 
less of a joking way. I broadcast a talk with the title ‘‘ Kidding the Public,’’ and in that 
talk, I took up some questions of nutrition, and especially jumped on the white flour. In 
thirty-six hours that broadcasting station had twenty-four letters from millers in that 
locality jumping on them for letting me talk against white flour over that radio station. So 
ou see, the milling interests are working against the best nutrition. 

A short time ago you probably noticed in certain magazines, nearly all of them, some- 
times full page advertisements put out under the name of the United States: Sugar Corpora- 
tion, telling you what a wonderful food sugar was. The millers are doing the same thing 
about the wonderful nutrition of white flour, but they cannot camouflage the thing alto- 
gether. 

The question of the simple diet is very easy. We all eat too much, and it seems al- 
most as if civilization again has set up a state of affairs against nutrition. You go into a 
restaurant and the first thing they do is bring you a bun made out of white flour, and then 
they wait a long time before they bring anything else, and you get so hungry you eat the 
bun. Then they bring you a lot of meat and other stuff. 

The reason so much meat is served in this country is because meat is much more easily 
preserved than fresh vegetables. As Dr. Cotton says the things that keep are the things 
you should not eat. 

Now, as to the question of simple diet. It has been my fortune lately, to spend a 
few weeks each winter down in southwestern Georgia in a part where the people are 
ncetoriously poor as far as finances are concerned. As far as health is concerned, they are 
extremely rich. They are so financially poor that they have to eat the simpler foods. 
People down there, both white and colored, will live the whole winter on a diet of practically 
four things. Their diet is, corn bread, made out of whole corn, a little cane syrup, and 
greens which consist of turnip greens, and meat. They pull up the turnips, wash them and 
cook the top, the peeling, and the whole ‘‘business.’? That is probably due to their 
cconomie condition. Sometimes they have Swiss chard. The more wealthy of them occa- 
sionally have a piece of pork, but they eat their simple diet morning, noon and night. When 
they vary it, they eat the corn bread first, and sometimes they eat the turnip greens first. 
You see no evidence of rickets. 

The colored people and white people are extremely healthy, but if you would try to 
have a New York man live on that diet, he would object immediately. 

In this question of nutrition, I am almost as idealistic as Dr. Cotton. We agree on 
vlmost anything. 

I mentioned the pasteurization of milk. It is a thing brought about by civilization 
“hich does injure the milk. There is no way you can get around it unless you get your 

‘wn goat. 

Dr, Cotton.—It is very true as Dr. Dewey has said, that pasteurization does lower the 
vacterial count. I do not remember the health department figures as between London and 
Toronto, but I do know that in Toronto where every drop of milk is pasteurized, the mortality 
“mong children was greater than in London. 

We do not get all of our typhoid from milk by any means. The water supply brings 
“s just as much. You cannot buy milk in New York that is not pasteurized. The certified 
nilk, I have been told, is not pasteurized so much as the Grades A and B. The loose milk 
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is certainly pasteurized to the limit as Dr. Dewey said. I am speaking more of the ideal, 
but I had no intention of selling the jackass, yet, if we do not have ideals and try to live 
up to them, we are not going to progress very far. 

Dr. Meyer.—Dr. Cotton, I was told that if orange juice is not used immediately, the 
good in it is destroyed thirty minutes after the juice has been squeezed. 

Dr, Cotton.—The citric acid is what keeps the orange juice. That commences to de- 
compose and pass off as carbon dioxide immediately after it is squeezed. When orange juice 
has been ingested, the citric acid is changed into carbon dioxide and water. The mineral! 
basis that is left is strongly alkaline-forming. Any vegetable or any food that is allowed to 
remain in the air is oxidized. If you cut an apple, it begins to turn dark immediately, 
that is, it is oxidized on the exposed surface. We get our bodily energy through oxidization 
and if the food which we eat has been oxidized before we eat it, it cannot be oxidized again, 
and it therefore cannot give us energy. 

Question.—What effect has canning on tomatoes and fruit? 

Dr. Cotton.—That depends upon what you can. A canned tomato, for instance, is more 
acid after canning, but the vitamin content is not materially affected. Canned fruits are 
fair, but they have to be canned with a sugar syrup and that sugar syrup is made from 
white sugar which will take the minerals out of the fruit. The best method of preserving 
fruits is by dehydration, provided sulphur or formaldehyde is not used. Most fruits are 
sulphurated which gives them a good color, covers up and inhibits the decayed spots. More 
of the water can be left in which makes them weigh more; but the sulphur is an acid- 
forming element, and when taken into the body in any inorganic form, it is very hard for 
the body to handle. It is one of the acid-forming bases; it will require that much more 
of the alkaline elements to keep it neutralized. In the diet Dr. Dewey spoke of, those people 
eat all of the corn. They therefore get all of the mineral salts, vitamins and oils in their 
natural form and proportions. In the beets and beet tops, in the rutabaga and its tops and 
the Swiss chard, they also get all of the vegetables as nature grew them, and these, not 
being refined or changed, will support life. The Italian immigrants that you find on the 
East Side have marvelous teeth and health. I believe it is because they have been poor and 
have lived almost entirely on green vegetables with some whole macaroni, and their food 
has not been refined or changed. There is a true saying that the better the cook the poorer 
the food. 
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DENTAL NEURALGIAS WHICH SIMULATE TIC DOULOUREUX IN 
CHARACTER* 


By Don Cuaumers Lyons, D.D.S., Jackson, MicH. 


HE dental neuralgias which originate in the tissues of the mouth but which 

are rather obscure in their origin often simulate a tic douloureux in char- 
acter, and their complete diagnosis usually depends upon the elimination of 
all possibilities. It is difficult in many cases to distinguish between a neuritis 
and a neuralgia if we accept the definition that a neuritis always presents 
itself as a dull ache of some duration, while a neuralgia makes itself known in 
the form of lancinating paroxysmal pains of short duration, for in the mouth 
both types of pain may present themselves in the same ease. 

The commonest of the dental neuralgias from a medicodental standpoint 
is that which is caused by disease or inflammation in the maxillary sinuses. 
Neuralgias of this origin usually present themselves on the background of a 
neuritis; that is, there may or may not be a history of previous dull steady 
ache. Very often the only pains complained of are stabbing shooting pains 
extending upward toward the forehead and apparently originating in one 
or another of the teeth, or in all of the teeth on that particular side of the 
head. The patient frequently complains of the pain as one which awakens 
him from sleep some time in the middle of the night, at which time he cannot 
find anything to produce a relief, but the pain suddenly disappears as mys- 
teriously as it appeared. This type of pain often brings the patient to the 
dental office desiring the removal of teeth on the afflicted side of the head. 
It is very difficult to convince such patients that the teeth are not the caus- 
ing factor, for to them the pain seems to center in one or another tooth. But 
they are seldom able to point to the same tooth twice. In other words they are 
satisfied with the removal of any tooth, but become very dissatisfied when the 
pain immediately returns. Permanent relief cannot be obtained by the re- 
moval of teeth, for in such cases the sacrifice is absolutely needless. - Correc- 
tion of the maxillary sinus condition is the only sure cure. Occasionally one ob- 
tains drainage by the removal of a tooth and breaking into the sinus, but that 
is poor surgery. 

Any abnormal condition which causes an irritation extending into the 
sphenopalatine ganglion with its connections with the facial and sympathetic 
nerves, causes widespread neuralgias involving the lateral walls of the nose 
es well as the tissue covering the hard palate, the soft palate, uvula, and the 
literal walls of the throat. Through the nasopalatine, and its anastomosis ' 
\\ith the anterior palatine branch of the sphenopalatine ganglion, and possible 
connection with the nasociliary ; dental neuralgias originating in this source 
tay present themselves either as a radiating pain starting in the maxillary 


*Read before South-Eastern Michigan Tri-Orological Society, Lansing, Michigan, April, 1931. 
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anterior teeth, or as a soreness in the roof of the mouth. It must be differen- 
tiated from neuralgias due to impacted maxillary teeth which may also be of 
a periodic type as well as of the neuritic type. The clearing up of a chronic 
rhinitis often relieves the pain, but one seldom finds any distinct dental cause 
for these pains. 

Neurosyphilis presents many unusual symptoms, and not the least is a 
rather typical pain which appears in the mandible. This typical pain appears 
as dull spasms of an aggravating pain which is discomforting but usually 
bearable. The pain usually lasts for a period of a few seconds at a time, but 
repeats at intervals for several hours and then disappears to recur some time 
later. Intervals of days or weeks may intervene. It is often misdiagnosed as 
a tic douloureux because many jump to the conclusion that any pain appear- 
ing in spasms around the mandible or maxilla is a tic. However, although it 
may simulate the character of a tic, the very characteristic sharp agonizing 
lancinating pains of the tic douloureux are absent. 


It is common to see patients suffering with neuralgias of this type pre- 
sent themselves for the extraction of teeth on the afflicted side, or find that 
they have already lost some of the teeth and want more extracted, in the delu- 
sion that a cure can be obtained by such methods. The tragedy of such cases 
is that such patients insist on the removal of teeth and hunt around until they 
find some one who will remove the teeth. Even though the patient may deny 
syphilis, the Wassermann or Kahn test will prove positive in cases where the 


pain is due to neurosyphilis. Even though the symptoms are apparently 
purely of a dental character, the only cure lies in vigorous antisyphilitie treat- 
ment. 

The tic-like pain traceable to impacted teeth, retained root tips, and other 
dental abnormalities is often rather confusing, for in such eases all the typi- 
cal symptoms of the true tic douloureux may be present. If we accept tic 
douloureux as the end-result of a nerve disease incurable except by ganglion 
resection, these other neuralgias might be classified as conditions which will 
end in atic. In other words they are pre-tic, and many of the apparent cures 
of tic douloureux by the removal of dental conditions, operations in sinuses, 
ete., have been in these pre-tie cases, for removel of the source of the nerve 
irritation usually brings about a cure. For example, in Case 1, the patient, a 
young woman of twenty-nine years, suffered from agonizing pains radiating 
along the left mandible and backward to and downward along the lateral 
wall of the throat. Removal of mandibular left impacted third molar relieve‘ 
the pain, and there has been no recurrence in five years. Case 2, a womat 
of forty-five years, suffered from what appeared to be a true tie doulouret 
involving the right mandible. Lancinating pains appeared at intervals of 
thirty minutes and were very severe. Duration of the symptoms was s!* 
months. An x-ray picture showed the presence of an odontoma lying anteri°r 
to the roots of the second molar. This was removed and there has been » 
recurrence in fourteen months. 


Neuralgias radiating over the cheeks and up into the eyes, over the te! 
poral bones, and back of the ear, may be caused by dental infections either of 
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short duration or chronic, or they may be caused by the trauma which results 
from dental restorations not in proper occlusion or by malposed teeth. The 
so-called degenerating nerve under large fillings and carious areas may cause 
such pains and yet remain obscure. 

In conclusion two things seem of particular importance in the relief of 
neuralgias in the dental area: first, one must not be too sure that dental pains 
are of strictly dental origin, and second, the needless extraction of teeth 
should be avoided. A more careful and full diagnosis will do much to avoid 
the tragedy of snap judgments in such eases. 
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ORTHODONTIC TREATMENT OF FOUR SISTERS HAVING 
CONGENITALLY MISSING TEETH* 


By A. B. THompson, D.D.S., Des Moines, Iowa 


HE cases I am presenting are those of four sisters, ages eight, nine, thir- 


teen, sixteen years. 

These girls are from a family of eight children, all living. Two of the 
older children are not living at home and one is a baby, so I have not had an 
opportunity to examine those three. But a boy twelve years old has a full 


complement of teeth for a child of twelve years. The father tells me that the 
oldest boy has some missing teeth. 

The father and mother have had considerable bridge work placed in their 
mouths, but do not remember whether or not they had missing teeth. If they 
did, it probably was in the premolar region. 

Two uncles, brothers of the mother, had missing maxillary lateral incisors, 
so far as I am able to learn. 


*Presented at the Thirtieth Annual Meeting of the American Society of Orthodontis:s, 
St. Louis, Mo., April 21-24, 1931. 
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The family is moderately well to do, so the children have not suffered 
from insufficient food. The diet has been well balanced, and the children were 
all partly breast fed during infancy. Caries has been less prevalent than in 
the average family. 


Fig. 4. 


Figs. 1 and 2 are two views of the sixteen-year-old girl. Notice the anat- 
ony of these teeth ; they are small and slender with no contour, but the enamel 
is of good structure. 

Figs. 3, 4 and 5 are the radiograms. The missing teeth are the mandibular 
eeatral incisors and the right and left second premolars and the right and left 
first molars with no evidence of the third molars; the maxillary right and left 
second premolars, right and left, second molars with no evidence of the third 
molars, 
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In closing, the incisors occluded end to end making it necessary for 
the patient to protrude the mandible in order to bring the molars into ov- 
clusion for masticating purposes. This force caused the mandibular latera! 
incisors and canines to tip forward, naturally making it seem that the maxilla 
was greatly underdeveloped, thus causing poor facial balance. 

The treatment of this case consisted of tipping the mandibular incisors 
and canines back to their normal upright positions and closing the spaces be- 
tween the four maxillary incisors. 


Fig. 6. 


Fig. 6 shows the casts with the mandibular incisors supplied with bride 
work and the small bridges on either side above to fill the spaces created or 
rather made larger when the spaces were closed in the incisor region. 


Figs. 7 and 8 are the casts of the thirteen-year-old girl. She has only te 
two maxillary permanent central incisors, right canine, right first molar wi‘) 
the left first molar showing in the radiogram, and the mandibular right sce- 
ond molar below not yet erupted. 
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Figs. 9, 10, 11 are the radiograms. 
The maxillary centrals were brought martes and the canine was rotated. 
Fig. 12 is the case after her dentist had put in temporary vuleanite den- 


Fig. 9. 


tures. The deciduous teeth are being lost very rapidly, so perhaps gold resto- 
rations will be made later. 

The other two cases, ages eight and nine years, are very similar, both pre- 
Senting a mesial occlusion. 
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Figs. 13 and 14 are the casts of the nine-year-old patient at the start and 
now, six months later. She has no mandibular central incisors, but all the 
rest of the teeth seem to be forming, having checked with radiograms which 
I will not take the time to show for these cases. 

Figs. 15 and 16 are the casts of the eight-year-old patient at the start and 
six months later. These cases were put under treatment at the same time. 
The radiograms show that the mandibular centrals, left second premolar and 
left first molar are missing and no buds are showing for any second molars. 


Fig. 16. 


The maxillary teeth all seem to be developing, back to and including the first 
molars. No second or third molars are appearing at this time. 

Lingual appliances with recurved finger springs to close the spaces in the 
licisor region were used above, and plain labial arches were used below with 
hooks in the canine region for intermaxillary rubbers, which were worn from 
maxillary molars to hooks on the lower appliance. These arches seemed to 
adjust themselves with very little force, number 8 rubber bands being used. 

These girls have improved wonderfully in appearance and seem to be 
v-ry happy with the change. 
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A CASE OF TWINS* 
By A. L. Packuam, L.D.S., ENGLAND 


R. PACKHAM introduced the case by reminding the meeting that twins 
might be uniovular or binovular. In uniovular twins the sex was nearly 
always the same, and the individuals were often very much alike both in their 
outward appearance and in their general characters, especially from the 
pathologic point of view. Uniovular twins had only one placenta and one set 
of membranes; binovular twins had two placentas and two sets of membranes 
and, although the two placentas might be placed upon the uterine wall so 
closely together that they approximated, yet the circulations never anasto- 
mosed. Whereas the circulation of binovular twins was completely separate, 
when twins were uniovular the blood from one individual passed to the other 
through the placental circulation. 


Mr. Packham then exhibited a photograph of his twin patients. Their 
age was now, he said, about thirteen years and they were obviously good- 
looking. Their names were Joan and Jean—doubtless for the purpose of dis- 
tinguishing them, though he could not do so in his own surgery. Jean had 
been born one hour after her sister. He had unfortunately not been able to 
trace the medical practitioner who had attended the mother at the confine- 
ment, and so he was unable to say whether there had been one placenta or 
two, or one or two sets of membranes. Nevertheless, he thought that these 
twins were most probably uniovular, because of their extraordinary similarity. 
Their eyes and their hair were of exactly the same color; they had a marked 
affinity in their character and tastes and their minds worked upon the same 
plane. They were never apart for any length of time, and if they had been 
both in that room and one had left it, the other would have followed her in a 
very few minutes. If one made a remark while the other was out of the room, 
that other would in all probability make a remark to the same effect when she 
came in. When he had first seen them it had been quite impossible to tell 
them apart. About a year ago one of them had grown a mole upon her leit 
cheek, and everyone concerned had been very much pleased because they 
had thought the trouble was at an end. Five weeks had not elapsed, how- 
ever, before the other twin had grown an exactly similar mole in an exact!y 
similar place! 

HISTORY 


They had both been breast-fed for one month only. He recalled the pres'- 
dential address delivered by Mr. H. Chapman in 1925, which had contained 4 
wonderful set of histories of different families, by which he had demonstrate 
that breast feeding did not seem to be a conclusive and definite factor in aver:- 
ing malocclusion of the jaws. From the first Joan, the elder, had thrive; 


*Transactions of British Society for the Study of Orthodontics. 
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Jean, born one hour later, had been sickly. They had continued in this way 
for two years until there had been a considerable difference between them. 
The younger, Jean, had then begun to pick up and had ultimately outstripped 
her sister both in weight and in height. Joan, not to be outdone, had then 
raised herself to her sister’s height, and at the present moment—aged thirteen 
years—their heights and weights were exactly the same. 

Their lives had been completely uneventful. They had been practically 
free from illness except for measles, which, of course, they had had together, 
two years before. They had no caries whatever in their mouths and had never 
had any, with the one exception of the left maxillary first molar; the caries 
had occurred in the same fissure—the posterior—in the same tooth of each 
child. 

Mr. Packham then showed slides illustrating the twins, and models of 
their dentitions. The dentition in each was very nearly flush. The develop- 
ment of the premaxilla and of the front of the face generally was good and 
both sisters had a fair amount of space. Mr. Packham said that he had amused 
himself looking at the differences between the rugae; they were much more 
marked in Jean than in her sister. Both twins showed a slight degree of 
imbrieation of the right lateral incisor. Jean’s early backwardness did not 
show itself at the age of eleven years, when the photograph was taken. An- 
other picture, taken at the age of thirteen years, showed the flush occlusion 
persisting in both sisters. A left side view showed that Joan was just about 
to erupt the second premolar. The front view showed further differences. 
Jean, the sister who had been sickly in babyhood, now showed definite signs 
of crowding and underdevelopment of the front part of the maxilla, particu- 
larly on the left. The first maxillary premolar had cut outside the mandibular. 
The right side, however, showed practically correct eruption and was identical 
with that of Joan. The only defect was the persisting flush occlusion. 

The palatal view at the age of thirteen years showed a degree of crowding 
which had not been apparent two years before; one enough to raise apprehen- 
sion of unsightly appearance in the future. In both sisters the posterior fis- 
sure of the left maxillary first molar showed caries; the only difference being 
that in one sister it had progressed rather more and broken down the posterior 
wall. In the other, the enamel was very thin, but he had bolstered it up with 
cement. 

DISCUSSION 

Mr. Pitts said that he had encountered two interesting cases of identical twins. In one 
case the twins had both had fragilitas ossium; they had broken innumerable bones and both 
had the distinctive grayish, glassy appearance in the enamel, which was very thin and 
translucent, a common appearance in these cases. The other pair of identical twins showed 
the same slight but definite irregularity of the teeth. 

Mr. Watkins suggested that the crowding in Jean’s dentition was due to the retention 


of the second deciduous molar, which occupied more space than the second; premolar. When 
that came out, the crowding in front would be relieved. 
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THE TREATMENT OF A MUTILATED MESIOCLUSION CASE FOR AN 
ADULT PATIENT* 


By FReperic E. HABERLE, D.D.S., Cutcago, IL. 


HE purpose of this report is to show a considerable change in arch re- 

lationship, as the result of orthodontic treatment, for an adult patient, 
together with the consequent benefit to the normal functions of the teeth, the 
facial contour and the psychology of this individual. There is also the 
thought that perhaps some similar cases might be successfully treated rather 
than avoided on the basis that they are not amenable to treatment. The 
gratitude of the patient and his changed mental outlook upon life were so 
very gratifying that any effort would not have been too great.. 

The patient was a Scandinavian boy, twenty years of age, who at the 
time of treatment had been in the United States only six months. His uncle, 


Fig. 1. 


a furrier, had him in his employ, and from the beginning of this association 
the young man had felt very keenly the handicap due to the malocclusion 
and to his uncle’s attitude regarding his appearance. (Fig. 1.) 

There were no nose or throat obstructions. Because of the relations of 
the jaws, the patient was a mouth breather. So far as the patient could re- 
member the deformity had always existed. The only occlusal contact the 
patient had was between the buccal cusp of the maxillary left first premolar 
and the mesial half of the mandibular second premolar, which was rotated. 
There was a history of the loss of all but two of the molars, one of which 
erupted during treatment, due to caries and the lack of any dental treatment 
except the forceps. The radiographs showed the maxillary right canine to 
be impacted and to have caused the almost total absorption of the maxillary 
right lateral incisor root and a bad cupping out of the maxillary right cen- 
tral incisor root. 

Because the prognosis was very poor, because of the time which would 
be needed to place the canine in its normal position, and because of the fact 


*Read at the Thirtieth Annual Meeting of the American Society of Orthodontists, St. 
Louis, Mo., April 21-24, 1931. 
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Treatment of a Mutilated Mesioclusion 
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that if treatment was successful partial dentures to restore the missing molars 
both above and below were to be inserted, it was decided to have the im- 
pacted canine removed, and the lateral incisor was also extracted at this time. 

The patient had existed on a semisolid or liquid diet all his life because 
his inability to properly masticate solid food caused severe stomach dis- 
orders whenever he indulged in the usual diet. In spite of this handicap he 
was five feet ten inches in height and weighed one hundred sixty-five pounds. 
The condition of the soft tissues was poor probably because of the lack of 
normal function. His general health was good but his color was poor. As 
before mentioned, his mental outlook was below normal. 

The case was diagnosed as a Class III or mesioclusion complicated by 
the loss of all the molars but two. (Figs. 3, 4, and 5.) 


It was explained to the patient that the prospects for successful ortho- 
dontic treatment were not encouraging. However, he had practically no oc- 
clusion, and as a result, most of his teeth were completely functionless and as 
the investing tissues were below par on account of the lack of normal oc- 
clusal pressure, the premature loss of such teeth seemed probable. In such 
an event the fitting of adequate prosthetic restorations would be difficult if 
not impossible, and there would be no improvement of the facial deformity. 
Therefore, orthodontic treatment was undertaken with the hope of providing 
some occlusion as well as an improvement in facial appearance. 

Because of the fact that the strain upon the teeth, through the use of in- 
termaxillary force, was to be considerable, both labial and lingual soldered 
arches supplied with intermaxillary hooks in the usual Class III positions 
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were placed. Most of the teeth were banded and the arches soldered to the 
bands. Active treatment was begun on October 4, 1926. The patient was very 
conscientious in wearing the intermaxillary rubbers. In December he was 
given muscular exercises designed to aid in the reduction of the mandibular 
protrusion. The strain upon the teeth was great, and because of this fact 
and their consequent looseness a rest period of two weeks was advised dur- 
ing February, 1927. In March the maxillary appliance was remade to per- 
mit some lateral expansion. Intermaxillary force was continued. In June, 
1927, another rest period of two weeks due to the strain upon the teeth was 
advised, and no intermaxillary force was used. In February, 1928, after a 
treatment period of sixteen months the arches were in their normal mesio- 
distal relationship. In March lighter intermaxillary rubbers were worn. In 
April the rubbers were worn at night only. Minor tooth movements were 


Fig. 14. 


accomplished during this period. The period of time for wearing intermaxil- 
lary rubbers was gradually lessened. In December, practically a year after 
the arch relationship was normal, a prosthetist provided partial dentures and 
the appliances were removed. The dentures were so constructed as to aid in 
the retention of the case. Several months after the placement of the dentures 
final impressions were taken, one set with and one without the dentures. 
(Figs. 6, 7, 8, 9, 10, and 11.) 

Photographs were also taken at this time (Fig. 12). 

Radiographs taken at this time show some absorption of the root ends 
of the teeth, particularly of the mandibular incisors, which are apparently 
not too serious (Fig. 13). 

Because of increased function of the teeth the condition of the soft tis- 
Sues in color and tone was considerably improved. 

I last saw the patient about a year ago when the teeth and jaws were 
in the positions in which they had been placed and at which time the patient 
presented to me a recent photograph (Fig. 14). 
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CONGENITALLY ABSENT MANDIBULAR RIGHT FIRST PREMOLAR 
IN WHICH THE MAXILLARY RIGHT FIRST PREMOLAR WAS 
EXTRACTED AND SPACES WERE CLOSED* 


By E. B. Arno.p, D.D.S., Houston, Texas 
HISTORY 


OY, aged eleven years, weight 100 pounds, height 4 feet 7 inches. 

Feeding was natural until seven weeks old, then modified cow’s milk 
was given. He has always eaten plenty of fruits and vegetables during his 
life. 

Adenoids and tonsils were removed at the age of ten. 

Diseases: Whooping cough at age three years. Measles with very high 
fever at age seven. Mumps at age eight. Chickenpox at age nine. Oper- 
ated on for sinus trouble when ten years old. 


Fig. 1. 


The child had used a pacifier for five months. 

Father was average height, weight 160 pounds. Teeth fairly normal, 
neutroclusion. Mother was average height, had slightly crowded and pro- 
truding maxillary anterior teeth, neutroclusion. 

Oral examination of teeth revealed that they were of sound structure. 
Small occlusal fillings in the maxillary first permanent molars. Mandibular 
right second premolar not present. 

Radiographic examination of teeth revealed cavity in the mesial surface 
of the mandibular left permanent molar which was filled before treatment. 
Congenital absence of the mandibular right second premolar. 


*Read at the Thirtieth Annual Meeting of the American Society of Orthodontists, St. 
Louis, Mo., April 21-24, 1931. 
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CLASSIFICATION 


Cusps of the mandibular right and left first permanent molars and 
canines were distal in their relation to the maxillary teeth. The mandibular 
left first permanent molar was more distal than the right in its cusp relation 
to the maxillary, probably because of the mandibular right first permanent 
molar moving mesially in the absence of the mandibular right second pre- 
molar. The maxillary right first permanent molar was occluding lingually in 
its relation to the mandibular right first permanent molar. 

We classed this as a distoclusion type one. 

Fig. 1 shows right and left, and occlusal views of the case at the begin- 
ning of treatment, October, 1927. 


PLAN OF TREATMENT 


Owing to the absence of the mandibular right second premolar, there 
were three plans of treatment to be considered: first, closing all spaces on 
the mandibular right side by moving the mandibular right molars forward 


which would give a mesial cusp relation of the mandibular molars to the 
maxillary molars; second, opening of the space on the right where the second 
premolar was absent and the placing of an artificial restoration; third, ex- 
tracting the maxillary right first premolar and moving the maxillary and 
mandibular right molars anteriorly which would give the patient normal 
anteroposterior cusp relation without artificial restoration. I decided that 
the latter plan of treatment would be best for the patient. 


APPLIANCES AND TREATMENT 


Molar bands carrying 0.040 buccal tubes were constructed for the four 
first permanent molars. Bands with lingual spurs were constructed for the 
mandibular left second premolar and the mandibular right first premolar for 
rotating purposes. 

We decided first to correct the lingual occlusion of the maxillary righ 
first permanent molar. This was accomplished by a maxillary lingual ap- 
plianee which was attached to the maxillary left first permanent molar band 
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with a half-round tube soldered parallel to the long axis of the tooth. On 
the right it was attached to the first permanent molar band with a round 
tube soldered at a right angle to the long axis of the tooth. The appliance 
was so constructed that it touched the left premolars but did not touch the 
right premolars. This reinforced the anchorage on the left side so that when 


pressure was applied the right first permanent molar moved buceally to its 
normal buccolingual cusp relation to the mandibular right first permanent 
molar. This being accomplished an 0.038 labial appliance with intermaxil- 
lary hooks was inserted in the maxilla. The labial appliance was so adjusted 
as to expand the arch laterally and the stops were left away from the buccal! 
tubes so that the maxillary anterior teeth could be retracted slightly. Later 
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the stop on the left side was adjusted against the buccal tube while the right 
side was left away from the tube. 

An 0.038 labial appliance was inserted in the mandible with the stop ad- 
justed so that it did not touch the tube on the right side and that when the 
rubber ligatures were worn the mandibular right molars were permitted to 
move forward. An 0.038 wire was used purposely so it would allow free 


Fig. 6. 


movement of the mandibular right molar, the buccal tube being 0.040. After 
the spaces on the mandibular right side were closed and the mandibular left 
side presented a normal anteroposterior cusp relation, the remaining spaces 
on the right of the maxilla were closed by the use of silk ligatures attached 
‘rom a spur, soldered on the maxillary arch at the distal surface of the canine 
region, to the distal surface of the right buccal tube. 
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Fig. 2 shows right and left and occlusal views of the case January, 1929, 
at which time all appliances were removed. 

Fig. 3, on the right, occluded views, March, 1931, two years and two 
months after all appliances were removed. On the left is the case before 
treatment. 

Fig. 4, at the right, shows the occlusal views two years and two months after 
treatment. At the left, the case before treatment. 


Fig. 5 shows intraoral x-ray pictures of the case at the beginning of treat- 
ment. 

Fig. 6 shows intraoral x-ray pictures of the case two years after all ap- 
ianees were removed. 

Fig. 7 shows extraoral x-ray pictures of the case March, 1931. 

Fig. 8 shows right and left profile views of patient March, 1931. 

Fig. 9 shows photographs of anterior views of patient March, 1931. 
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CASE REPORT* 


By Frep D.D.S., SAN FrRANcisco, Cauir. 


HE treatment of a unilateral distoclusion complicated by a complete linguo- 

clusion.of the lower teeth on the abnormal side will be given in this paper. 

This very interesting case history was started when the patient was three 
and one-half years of age. In the treatment of this case I have tried to restore 
functional activity as early as possible. 


HISTORY 


The mother and father both possess good dentures and normal relationship 
of dental arches. The mother enjoyed good health and ate proper foods during 
pregnancy. There is no evidence of this type of malocclusion on either side of 


Fig. 1. 


Figs. 1, 2, 3, 4, and 5.—Models showing progressive changes from the ages of three and a haif 
to nine and a half years. 


the family. High forceps had been used in delivery of the child. The mother 
could nurse the child only three or four days. The child lost weight for the 
first five weeks. The deciduous teeth had erupted normally. The mandibula: 
incisors erupted at six months. The child had pneumonia at thirteen months. 
Tonsils and adenoids were removed at four years. The maxillary sinuse« 
opened at six years. Childhood diseases consisted of chickenpox at seven and 
a half years and measles at eight and a half years. The child had no sucking 
or pillowing habits. 


*Read at Thirtieth Annual Meeting of the American Society of Orthodontists at St. 
Louis, Mo., April 21-24, 1931. 
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ATTRIBUTED ETIOLOGY 
An injury to the bones of the face and adjacent muscles by the use of high 
foreeps during delivery or uterine pressure during gestation ae have been 
an etiologic factor in causing the deformity. 


Fig. 3. 


DIAGNOSIS 


Modelling compound impressions and east of the denture were completed. 
Radiograms showed the presence of all the permanent teeth developed at this 
ace. <A study of the east classified this malocclusion as a unilateral distoclusion 
complicated by a linguoclusion of the mandibular teeth on the abnormal side. 
There was a decided lack of vertical development especially on the left side. 


TREATMENT 


The extent of the changes necessary to restore the teeth and dental arches 
to a normal functional and anatomic relationship included the following: first, 
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the mandibular dental arch required buccal movement in the right deciduous 
molar region; second, change of relationship of the right maxillary and mandib- 
ular teeth; third, general development of mandibular and maxillary dental 
arches; fourth, vertical development of the denture. 


Fig. 5. 


In making and placing the appliances the following plan was carried ou’. 
On the maxillary deciduous arch precious metal bands were placed on the fo - 
lowing deciduous teeth, right second molar, right canine, right central, le! 
central and left canine. A cast overlay splint was made to fit over the maxilla. 
left first and second deciduous molars. The splint was designed to increase th° 
length of these teeth two and a half millimeters. The deciduous molar bancs 
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and the splint carried on their buceal surfaces a half-round tube. The anterior 
bands carried small round 0.022 tubes on their labial surfaces aligned parallel 
to each other in a vertical direction. After the bands and splint were cemented 
to the teeth, a junior pin and tube appliance was constructed and intermaxillary 
hooks were soldered in the canine region. On the mandibular teeth bands were 
likewise fitted to the second deciduous molars. These bands carried a half-round 
tube on the lingual surface and intermaxillary hooks on the buccal surface. The 
bands were cemented and a removable lingual wire was inserted. The lower 
lingual wire was adjusted every three weeks to stimulate growth on the right 
side. Intermaxillary rubbers were worn on the right side. After the teeth 


Fig. 6.—Photographs showing facial changes from the ages of three and one half to nine and 
one half years. 


Fig. 7.—Appliances used during treatment. 


had been brought into their normal positions, adjustments were made in both 
the maxillary and mandibular appliances. This induced sufficient growth 
enabling the permanent teeth to erupt in their normal positions. 


RESULTS ACHIEVED 


The case was first seen August 13, 1924. Because of lack of complete erup- 
tion of the second deciduous molars the treatment was deferred until January 
12,1926. On May 21, 1926, which was five months after orthodontic treatment 
Was inaugurated, the deciduous teeth and dental arches were well established in 
an excellent functional and anatomic relationship. 
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All appliances with the exception of the splint were removed soon after 
the maxillary and mandibular permanent central and lateral incisors had 
erupted. A removable Hawley retainer containing a bite plane was constructed 
for the maxillary arch. During the treatment the patient was taught the 
various exercises prescribed by Dr. Alfred P. Rogers, and without these very 
necessary adjuncts to orthodontic treatment I doubt if these results could have 
been accomplished. 

PROGNOSIS 


The prognosis is very favorable from the results achieved to date, that a 
normal functional and anatomic relationship will be established with the erup- 
tion of the remaining permanent teeth. 
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EARLY TREATMENT OF A CLASS II CASE* 


AN EXPERIMENT IN THE USE OF SPRINGS ON REMOVABLE APPLIANCES 


By G. H. Learuerman, L.D.S., ENGLAND 


AM BRINGING forward the case of a little girl who came to me in 1926, 

when her mother made the remark that the child was going to grow up 
with the same type of jaws and the same shape of face as she herself had. I 
examined the child and took some advice from my partner about it as to 
whether any treatment ought to be done, because it was fairly obvious that 
the child had a very marked overbite. Her second deciduous molars were in 
distal occlusion, and her chin was more or less underdeveloped. From 1926 
until now she has been under treatment with a series of removable appliances, 
starting with expansion and going on to a bite plate, and now it is more or 
less a retention case. I have now got to the stage where I do not know whether 
to go on or to leave the child in the condition to which I have got her teeth, 
and that is one of the reasons why I am bringing the case forward this evening. 


From the models which I exhibit it will be fairly obvious that the man- 
dibular incisors are biting almost onto the gum. I show the first appliance, 
which was used when the child was three years and nine months old. I have 
a series of ten sets of models, bringing the case up to date, and I will run these 
through the lantern to show the appliances which were used at the various 
stages. There was no treatment done on the mandible; all the expansion was 
done on the maxilla. What I am trying to illustrate is the amount of expan- 
sion we have got in the maxilla in comparison with the earlier models, and 
how the mandible has followed out. The overbite is considerably lessened, 
although we have not yet properly corrected the distal occlusion. The patient 
is wearing now a plain vuleanite case with a bueeal arch. In summary, I 
started the treatment with a small child aged three years and nine months; 
she is now seven and one-half years old, and treatment has been carried out 
with a series of small plates in an attempt to expand her jaw and throw the 
mandible forward. 


My next ease is still in treatment, and I only bring it forward as an ex- 
periment in the use of springs on removable appliances. The two lateral 
incisors are standing in the arch, and the arch is very crowded. I show the 
type of appliance which is being used to correct that. It is a lower vuleani‘2 
plate, with an expansion screw in it, and you will see, resting on the top, some 
little lingual springs held in place with little locks. We have copied that from 
the idea of Oliver’s fixed technic, and have been using it very successfully on 
this case. We have got the expansion, and the incisors have gone into place 
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at a very reasonable rate, and without trouble to the patient at all. We are 
using the same thing now in the maxillary arch. 


DISCUSSION 


Mr. L. R. Marsh said that in regard to the last case, he was inclined to think the 
springs were unnecessary. The action of the tongue would usually avail to push forward 
the incisors. It occurred to him that, in regard to the first case, in comparing models 
taken at the age of three and at the age of seven with a view to finding the amount of 
expansion, one might easily lose sight of the fact that there were four years of growth. 

Mr. George Northcroft wished to point out one thing about the treatment of the first 
case. He understood that the last plate made had a labial wire going round the incisors, 
the case still being postnormal. In that event he thought the operator needed to take 
great care that the effect of the labial bar around the maxillary incisors did not prevent the 
mandible from coming forward. 

The President asked whether Mr. Leatherman had paid any attention to the move- 
ment laterally of the deciduous canines in the first case, or whether they were simply moved 
with the general expansion of the maxillary teeth. 

Mr. Leatherman, in reply, said with regard to the first speaker, who had considered 
that the little springs would be unnecessary because the natural expansion and growth would 
move the incisors into their place, that he could only repeat to him that he (Mr. Leathermann) 
was still more or less learning and experimenting with these things. Therefore he could not 
answer the question; he could only go on and see what happened with the case, which he 
hoped to bring to a satisfactory conclusion. 

In reply to Mr. Northcroft’s question, the position with regard to the child was that 
for about six months she had a plate without the labial wire, and her permanent incisors and 
laterals had a marked tendency to stand outward. That was corrected by putting in a bite 
plate with almost a buccal arch, except that the arch was not joined in the middle. She 
had now her mandibular incisors as far up against the maxillary incisors as it was possible 
to get them, and his feeling in putting in a maxillary retention plate was to stop the in- 
cisors from tending to tip buceally again. This, again, was a question of waiting and seeing 
what was going to happen to the child. He had not particularly watched the lateral move- 
ment in expansion of the canines, but he was interested, and would like to know why the 
question was asked. 

The President said that he had asked the question because he had found that generally 
deciduous maxillary canines seemed to hold the mandible back in postnormal occlusion. In 
such cases he had made a point of paying special attention to the deciduous canines. He 
used additional pressure upon the deciduous canines when he wished the mandible to have 
freedom to move forward. 
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CASES IN PRACTICE* 
By F. St. J. SteapMAn, L.D.S., M.R.C.S., L.R.C.P., D.P.H., ENGLAND 
CASE 1, OPEN-BITE DUE TO THUMB-SUCKING 


HE patient, a girl aged eight and one-half years, had been brought to me 
with an open-bite due to a habit of sucking the left thumb. A plate was 
inserted to bring the left central and lateral incisors toward the midline, and 
it was pointed out to the child that she was doing very great harm to her 
mouth by thumb-sucking. After she had worn the plate for a month the in- 


Fig. 1. 


cisors had been brought to the midline. I had then wondered what further 
treatment would be necessary to enclose the open-bite. The case had been 
allowed to take its course for about a month and had then been found much 
improved; I therefore decided to leave the open-bite and see whether it would 
right itself. Models taken four months later show the improvement which 
had taken place, although the open-bite had not been treated. 


CASE 2, OPEN-BITE DUE TO THUMB-SUCKING 


On November 22 I saw a case at the Royal Dental Hospital which had 
been treated by my colleague, Mr. S. Riddett. The patient was a girl of nine 
years of age who had an open-bite due to thumb-sucking. No treatment had 
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been given beyond inducing the patient to cease the habit. Models taken after 
admission showed that the open-bite had completely closed. 

I had not been aware that an open-bite could be closed without treatment 
beyond interruption of the habit. Further treatment will be needed, as the 
lateral incisor is becoming locked and will have to be pushed out, together, 
probably, with the central incisor. Nevertheless, a remarkable amount of 
improvement has taken place in four months as a result of merely impressing 
upon the patient and her mother the importance of ceasing the habit. 


CASE 3. ERUPTION OF INCISOR DELAYED BY SUPERNUMERARY TOOTH 


The patient, a girl aged ten years, had been brought to the speaker with 
a missing central maxillary incisor. From the mother’s point of view the his- 
tory had been somewhat unfortunate. The dental surgeon had advised a 
radiograph about two or three years before; the radiologist had reported that 
the incisor was present, but had been doubtful whether a supernumerary tooth 
was present or not. The family doctor had interfered and told the mother 


Fig. 2. 


that nothing need be done; because the tooth would soon erupt of its own ac- 
cord. I had a radiograph taken by Dr. 8S. Colyer, which showed that the su- 
pernumerary tooth was present. This had been removed. I then tried to put a 
wire round the unerupted incisor, but failed because the tooth was very high 
at the bottom of the suleus. I closed the wound, and a few months later 
the lateral incisor was just visible in the suleus on the left side. I should like 
to ask whether the members think that the tooth will now erupt of its own 
accord—the child was now ten and one-half years old—-or should I put on a 
ligature? 

I shall show the models on the epidiascope. The supernumerary incisor wis 
present and the end of the missing incisor could just be seen. Dr. Colyer hai 
pointed out that the supernumerary was external to the unerupted tooth—a 
most important fact from the point of view of the operator. 


DISCUSSION 


The President expressed his thanks to Mr. Steadman. He inquired whether any specié' 
steps had been taken to prevent the thumb-sucking children from continuing the habit. He 
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said that he had sometimes found the prevention of thumb-sucking very difficult. There were 
many mechanical preventives but most of them, in his experience, seemed to be ineffective. 
He asked whether the vicious habit had been arrested simply by moral suasion. He under- 
stood that in the first case the appliance had only been used to move the left incisors to- 
ward the midline, and not to bring them down; and that in the second case no appliances 
had been used at ali. Commenting on the third case, the President recalled that a year ago 
he had shown a very similar case. Treatment had been exactly the same as Mr. Steadman’s, 
except that he had not had the opportunity of enlarging the space for the central incisor 
owing to the presence of the supernumerary, which had been extracted. The lateral incisor 
had to be extracted to allow the central incisor to erupt into position. The patient, a boy, 
was now seventeen years old and showed no space whatever between the canine and the now 
erupted central incisor. The President suggested that a wise course in Mr. Steadman’s case 
would be to enlarge the present space to allow the central incisor room to erupt. 

Mr. H. G. Watkin said that he had had an exactly similar case in a child aged eleven 
years, who had shown no signs of possessing central incisors. An x-ray photograph had 
shown a supernumerary in position. He had removed the supernumerary, and had found by 
measurement that there was not quite sufficient space for a permanent central incisor to 
erupt. He had therefore widened the space and inserted two pinch bands with a bar 
across to maintain the space. In six months the tooth had come down perfectly. It had 
been as high as the tooth in Mr. Steadman’s case had been, as shown by the radiograph. 
In Mr. Steadman’s first case, said Mr. Watkin, the mandibular incisors did not seem to be 
pushed back, as he himself generally found in a case of thumb-sucking. He inquired whether 
Mr. Steadman knew the exact position in which the thumb had been placed in the mouth. 
Mr. Steadman’s case, he said, seemed to indicate rather more pronounced thumb-sucking. 
Generally, after the habit ceased, the lip continued the action, and some apparatus was there- 
fore necessary. In the first case the maxillary incisors did not seem to have been pushed 
far forward or the mandibular incisors to be pushed far backward; the case might rather 
be one of finger-sucking, which tended more than thumb-sucking to produce an open-bite. 
A finger-sucking habit would be more likely to correct. itself than a true thumb-sucking habit. 
One of the best preventives of finger-sucking was a cage applied over the finger, consisting 
of two or three rings of wire, somewhat like a dog’s muzzle. Children soon acquired tolerance 
to unpleasant tasting chemicals, 

Mr. Carl Schelling asked by what method Mr. Steadman had extracted the extremely 
difficult tooth he described without damaging the neighboring teeth. 

Mr. R. Cutler asked whether there were any grounds for the belief that thumb-sucking 
could often be cured by the use of a simple plate, which probably would have some ortho- 
dontie function as well. The vuleanite of an upper plate which covered the palate prevented 
the child from obtaining satisfaction of sucking its thumb, which Freud had thought was 
sexual in nature. 

Mr. A. T. Pitts said that in his experience the condition called open-bite might also 
be, as Mr. Watkin had said, an anteroclination of the maxillary incisors and a retroclination 
of the mandibular incisors. This abnormality tended to cure itself. It was the commonest 
form of open-bite, and any group of children up to the ages of five or seven years would 
contain a considerable number of cases. It was nevertheless relatively uncommon in the 
permanent dentition. If the condition tended to persist, it would certainly be found in the 
permanent dentition. This fact raised the important question of the part played by thumb- 
sucking. In many cases it did not play any part at all. He had seen a beautiful case of 
this at a hospital: a child had her thumb in her mouth and showed a typical open-bite; the 
mother had said that the child had only started the habit in the last fortnight when a molar 
tooth had started aching, and that she had noticed the open-bite a long time before the 
commencement of the habit. Mr. Pitts asked whether the practitioner ought to embark on 
this drastic measure of checking the thumb-sucking. He feared lest the psychologic disturb- 
ance might be considerable. Dr. Harry Campbell had once said that a baby was a sucking 
animal, and that when it was not sucking the nipple it sucked its thumb for something to 
do. If an attempt was made to check forcibly a habit of writing with the left hand, the 
result was likely to be a stammer. Any attempt to stop thumb-sucking at all violently might 
bring about considerable mental disturbance. It was a safety valve for the child. He him- 
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self would resent strongly having a cage or a cuff extending over the elbow; they were 
neither necessary nor desirable. 

Mr. Norman Gray added his appreciation of Mr. Steadman’s communication. He said 
that he had the impression that thumb-sucking was often followed by mouth-breathing; a fact 
which gave it greater importance. He had happened this year to be in Egypt and had there 
met an old dental friend, Dr. Campion, who had been in charge of a large hospital. Dr. 
Campion had shown him a whole series of children who, when they went to bed, were taught 
to put a strip of ordinary adhesive tape over their lips. In every case this measure pre- 
vented mouth-breathing and thumb-sucking. Mr. Gray had introduced this device to his own 
patients, all of whom he had found quite willing to wear it after a short time; it had quite 
eliminated the bad habits. Speaking of Mr. Steadman’s third case, Mr. Gray remarked that 
it was a good plan to watch such a case carefully for a time to see what happened. If the 
tooth were not then erupting properly, an attempt should be made to place a band on it to 
pull it down. This was better than continuing to wait in uncertainty. 

The President asked Mr. Gray to give an amplified description of the appliance. 

Mr. Gray said that it consisted of nothing more than a piece of the surgical strapping 
ordinarily used to hold bandages and dressings in place. It was half-inch adhesive tape 
sold on a roll; a strip about two inches long was cut off and one end placed on the upper 
lip and the other pulled down and attached to the lower lip. One lady had told him that 
when she and her child had been on the way home to Europe they had had no tape left but 
had had some stamp paper, which had served the purpose equally well, since the child had 
been accustomed to the device for a long time. In the morning the tape was simply detached 
by a sharp pull, and left no mark. 

The President asked whether children did not tear off the strapping when they were 
tossing in their sleep. 

Mr. Gray said that they did not. He had gone round the ward and seen six or seven 
children, all in bed inside their mosquito nets with strapping on their lips. It was quite 
easily worn and quite comfortable. 

Mr. F. Bocquet Bull inquired whether the children were native or English. 

Mr. Gray answered that they were English or European. 

Mrs. Michaelis-Possener reported that she had cured one somewhat stubborn child of 
thumb-sucking. He was a boy of seven years and had a correlated habit, which she believed 
was very common, of twisting a piece of silk between the fingers of the other hand. He 
had done this from babyhood, and had never been able to go to sleep without doing it. 
She had cured him by persuading his parents not to give him the silk any longer. When 
he could not have the silk to twist, he stopped sucking his thumb. She did not know whether 
that was coincidence or whether the method could be used more frequently. She had read in 
a paper by Dr. Rogers in the Cosmos that the writer had observed that the two habits went 
together; she therefore inferred that it was a fairly common occurrence. 

Mr. G. Northcroft said that many members might recollect that Mr. J. H. Badcock had 
drawn attention to the correlated habits of thumb-sucking and blanket-fumbling; other 
writers had followed him. For many years before the anti-mouth-breathing valve had been 
introduced, Mr. Badcock had used surgical strapping on his own mouth, but, being an adult, 
he had found the plaster extremely painful. It was apt to pull badly when removed; it was 
probable that babies had smoother skins than Mr. Badcock. 

Mr. H. Chapman, referring to Mr. Steadman’s first case, stated that he had treated a 
boy of about two and one-half years who had had an open-bite with thumb-sucking; the 
speaker had merely instructed him to stop the habit. Models had been sent to him a year 
later and occlusion had been quite normal. Speaking of the treatment of thumb-sucking by 
a plate, he recounted an interesting experience with a patient, a boy, whom he had imagined 
would be extremely difficult to cure. He had happened to put in a Badcock plate; he had 
said nothing about thumb-sucking, but it had ceased immediately. If he had told that boy 
to stop, probably nothing would have happened. He mentioned the split plate because Dr. 
Richardson of San Francisco had described it as a cure for thumb-sucking and said that 
she had never known it to fail. She preferred it to the one which covered the palate entirely. 
and seemed to think that the device played an important part. The INTERNATIONAL JOURNA. 
OF ORTHODONTIA, ORAL SURGERY AND RADIOGRAPHY had recently mentioned a small device 
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made by Dr. Darby; it seemed merely to consist of a wide ring, but the speaker could not 
understand how it was attached or made. Wire cages were very effective and parents liked 
them. Referring to Mr. Steadman’s third case, the speaker said that he had treated a child 
of about eight years who had a deciduous central incisor still in position. The radiograph 
had shown above it a supernumerary tooth, and above that again a permanent central in- 
cisor. The deciduous tooth and the supernumerary tooth were removed. Since the arch was 
too small, it was widened and a space made large enough for the tooth to erupt. Nothing 
else had been done except to maintain the space. After five years the tooth started to 
erupt, and was still erupting. The child was over fourteen years of age. The case differed 
somewhat from Mr. Steadman’s because the missing tooth was exactly over the other tooth, 
which was erupted and rotated. Mr. Steadman’s did not seem to be rotated. Mr. Stead- 
man’s case had seemed a difficult tooth to pull down; it would be hard to attach a band, 
and the risk of injuring the tooth and of breaking it if a post were put in was too great to 
allow of such a measure. It would also be difficult to put a ligature on it, as it was very 
high up. 

Mr. Steadman, in reply to the President’s question, answered that no steps had been 
taken other than giving a straight talk to the child and the mother. He suggested that 
Mr. Riddett might perhaps tell the meeting of the steps he had taken. 

In reply to Mr. Watkin, he said that he had used the term ‘‘thumb-sucking’’ because 
the mandibular incisors had been pushed backward; in this case, however, the thumb had 
exerted an upward and backward pull on the incisors and had not touched the maxillary 
incisors at all. The models showed the direction of the pull. The thumb had not been 
allowed to rest on the incisors sufficiently to injure them. 

In reply to Mr. Schelling, he said that he had removed the supernumerary tooth by 
making a semi-circular flap over the sulcus, turning back a large area over the soft parts 
and cutting with a chisel into the space, then taking a small piece of alveolus out, with 
great care not to go nearer to the other tooth than he could help. After making the space 
through the alveolus wide enough to allow the passage of the supernumerary but no wider, 
he had been able to feel its enamel and had very gently pried it out. 

He did not think he could follow Mr. Pitts. That speaker had said that one must 
permit thumb-sucking to occur, or at any rate be cautious about stopping it. If that were 
so, he could not imagine what other bad habits Mr. Pitts would allow to continue for fear 
of upsetting the child’s physiologic (? sic) balance too abruptly. Surely the earlier they 
were checked the better? He had been most interested by Mr. Gray’s account of his device, 
and would certainly try it. 

Mr. Chapman and Mr. Watkin had interested him very much by quoting similar 
eases. Their contributions showed the enormous value of these meetings. The President, 
he said, had remarked on the smallness of the space, which was not quite enough to allow 
the tooth to enter. Mr. Steadman said he was now widening the space, but had been afraid 
to do so at first because he had not been sure whether the tooth would come down or not. 
After hearing the other cases that had been mentioned that evening, he had learned that 
this tooth was very likely to erupt and that he could therefore proceed with much more 
assurance to make a space for it. He thanked all the other members who had spoken of 
their cases. 
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CASE IN PRACTICE* 
By Haroup CuapMANn, L.D.S., ENGLAND 


LASS III.—Mandibular incisors well in advance of maxillary incisors. 
Age 1.5 years.—Treatment started with elastic force acting from a head 
cap, made by the mother, to an aluminium chin cap. No models at this period 
(Fig. 1.) Age 1.9 years.—-Mandibular incisors almost in contact with 
maxillary incisors. 


(Figs. 2a and b.) Age 2.5 years——Mandibular incisors in contact with 
maxillary incisors; the latter have probably been pushed lingually by the 
mandibular teeth as there is considerable overbite. 


The case had been in this condition several months; it was thought that 
the overbite prevented correction, so a lower vuleanite plate was inserted at 
this time; the plate covered the mandibular molars and opened the bite so that 
there was no overlap; it was also made to press 21| 12 lingually. Ten days 
after the plate had been put in, the incisor relations were correct, and it was 
disearded. 


*Given at a Demonstration Meeting of British Society for the Study of Orthodontics. 
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(Figs. 3a, b and c.) Age 2.10 years.—Arch-relationship normal. 
Fig. 4.—The head cap (made by the mother). 

Fig. 5.—The aluminium chin cap. 

Fig. 6.—The lower plate. 
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CASE IN PRACTICE* 
By F. L. Kine, L.D.S., ENeLAND 


HIS case had, the author said, caused him some thought both in its diag- 

nosis and its treatment. This might have been due to his lack of ortho- 
dontic knowledge, in which case he hoped that members would be tolerant 
and lead him on the lines of thought which seemed to them to be appropriate. 
If, on the other hand, the case was actually an abnormal and unusual one, he 
hoped that it would prove interesting to them. 

The patient was a male child, aged four years; the models showed that 
all the mandibular teeth were in buccal occlusion. The mandibular central 
incisors were outside the maxillary incisors, and the molars were all buccal to 
normal, The mandibular teeth were very well placed and normal develop- 
ment was no doubt taking place. 

He said that the question present in his mind was how to group this case; 
as a lack of development of the maxilla or as an overgrowth of the mandible. 
If it was the former, was it due to the teeth themselves being badly placed on 
a normal buccal base, or was the buccal base too small? In the latter case, 
presumably there was no hope of doing any further good to the case. On the 
other hand, if it was a case of abnormal growth of the mandible, was it possi- 
ble to stop that growth in any way? Moreover, from the photograph it ap- 
peared that the patient had rather a protruding mandible, which the mother 
said was merely a habitual posture. Nevertheless, the speaker thought from 
the model that the boy could not help protruding the jaw. 

The speaker exhibited on the screen the models made from the mother’s 
mouth when she was ten years of age, by a member of the Society. He had 
the models placed in occlusion. 


DISCUSSION 


The President said the age of the patient made the case interesting, because it was 
likely that it would become a regular Class III prenormal occlusion of the mandible. At 
present, however, it presented what might be called an edge-to-edge condition; the teeth 
in the mandible were well spaced, whereas those in the maxilla were slightly imbricated. 
The photograph showed that there was considerable disparity between the size of the chin 
and the inferior maxillary bone and the size of the superior maxilla. The President imagined 
the case to be one of hereditary retrogression; it would be interesting if Mr. King could 
tel! them whether there was an ancestor who had had overdevelopment of the chin. 

Mr. King said that he had no history of such an ancestry. 

Mr. H. C. Visick asked whether the maxillary and mandibular incisors showed any sign 
of attrition. 

Mr. King replied that they did not. 

Mr. L. Levien thought that it was impossible to answer Mr. King’s question of whether 
the mandible was too large or the maxilla too small. The answer might be that both were 
so ‘o a slight extent. The mandible might have begun to grow a little wider than it should; 
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the inclined planes would then have begun to work and the maxillary dentition would 
naturally have been narrowed. In any case it did not much matter what the cause was; the 
important question was the treatment. In the matter of treatment, his experience had shown 
him that it was much easier to expand a jaw than to contract one. He would certainly 
treat this case by expanding the maxilla and pushing its molars out to occlude with those 
of the mandible. That would hold the case in position. Having obtained that relationship, 
he would try to push out the maxillary incisors, particularly when the permanent teeth were 
erupting. He advised Mr. King to be quite sure that he got the maxillary incisors over the 
mandibular incisors as they came down. He thought that there was every chance of the case 
proving a success if treated along these lines, and possibly also with a head-eap and chin- 
strap to keep the mandible back. 

Mr. W. Ovey thanked Mr. King for reporting the case. It interested him because he 
had a daughter who at the age of five years had developed an almost similar condition. 
The condition was hereditary, because the mother had manifested exactly the same anomaly. 
He had been able to apply a small wire for intermaxillary traction and to obtain a slight 
expansion at the top. (This had not been absolutely necessary, because the bite had been 
fairly normal.) The intermaxillary band had brought the mandible back perfectly, and the 
position had been maintained so that when the permanent dentition erupted, the occlusion 
had been quite good. The speaker offered to exhibit the models on a subsequent occasion. 

Mr. H. C. Visick asked whether Mr. King had found that children in whom this condi- 
tion occurred tended to be mentally subnormal. In some investigations he himself had made 
with Dr. Livingston three years before, he had found that the incidence of Class III denti- 
tion was much higher among subnormal children than among average children. 


Mr. King replied that his patient was very much the reverse of subnormal. 

Mr. Steadman said that he should hesitate very much to follow Mr. Levien’s treatment 
if the case was one of protrusion of the mandible. His experience had been that the condi- 
tion would recur time after time. If the maxillary incisors were trained over the mandibular 
incisors at a certain age, the practitioner found that the mandible, after two or three years, 
had continued to grow and that the mandibular incisors were once more outside and in 
front. These were the worst class of cases to treat—if this was actually one of mandibular 
growth—and were best left alone. 

Mr. Bocquet Bull thought that, if the photograph had been taken in profile, it would 
have shown that the case was not a Class III one at all. He was quite sure that Mr. Levien’s 
treatment was the one to adopt and that if adopted it would have quite a satisfactory result. 

Mr. Chapman agreed with Mr. Boequet Bull. He said that the present condition might 
be due to the tongue being situated more in the mandible than in the maxilla; it would thus 
separate the mandibular incisors and not the maxillary. On the other hand, he also agreed 
with Mr. Steadman. In a case which he had had a short time before, in spite of the fact 
that the teeth had been trained to a normal position in two or three years, the mandible 
had persisted in growth and nothing but resection would be of any use. 

Mr. H. G. Watkin said that he was surprised to hear Mr. Steadman take such a pessi- 
mistic view. He had seen two cases—boys aged fourteen and eighteen years—who lie 
thought were entitled to a diagnosis of progressing forward growth of the mandible. lie 
had not seen any younger patients. It was difficult, he said, to diagnose whether these cases 
were Class I or Class III. The occlusion in all of them might be called prenormal or labial 
occlusion of the mandibular incisors; the molar occlusion must be practically Class I. Ile 
did not know whether any means existed of diagnosing them. In practice he would not 
hesitate to expand the arch with a lingual arch, expanding all the teeth with a Badcock 
plate, which could be made in the form of a saddle with wires running round the back of t.:¢ 
teeth, which could be simply pressed out. If this did not give satisfactory results, he woud 
adopt Mr. Visick’s suggestion, but he did not know whether this would be effective at t'¢ 
age of four years. He would be interested to know if Mr. Visick had had a case of tlt 
age where a chin-strap had brought a mandible back. Traction through the arch woud 
certainly correct the condition. The fault was that the mandible was slightly too larse 
and the maxilla slightly too small; when the incisors were corrected a little the mandibu!:r 
spaces should be closed enough to prepare them for the maxillary dentition, and the spa-¢ 
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between the maxillary front teeth should be—increased to correct the maxillary dentition. 
The prognosis in such a case was very good. 

Mr. S. B. Newton asked whether this case had started from the malapposition of the 
six-year-old molars. It would be interesting, he said, to know what state would be found if 
a radiograph were taken, say at three years of age. He had a case in point of a child aged 
twelve years who had complained of pain; x-ray pictures had shown impaction of the erupt- 
ing third molars. Was it not likely that some pressure might take place on a first perma- 
nent molar? 

Mr. King, replying, thanked members for providing him with such a variety of lines 
of treatment. He had, in fact, already considered them all himself. The fundamental issue 
seemed to be whether the maxillary or mandibular dentition was at fault. Mr. Chapman’s 
view was certainly the best; that each should share half the blame. He would adopt this 
halfway method, and perhaps with the help of Mr. Bocquet Bull’s head-cap and chin-strap he 
might achieve good results. 

He was pleased to see that every member who had discussed his case, with the exception 
of Mr. Steadman, had given him great hopes. He had twice attempted to take x-ray pictures, 
but it was difficult to get the film low enough in the mandible in a child of that age. (Mr. 
King passed the films round for inspection.) He was sure that there was no impaction and 
that the first molars were erupting in a normal position. 
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A ONE PIECE LINGUAL ARCH EMBODYING A NEW PRINCIPLE IN 
CONSTRUCTION AND FIXATION* 


By Water H. Exuis, D.D.S., Burrauo, N. Y. 


ETALLURGICAL tests and clinical experience present evidence that 
breakage frequently occurs at or adjacent to the soldered joints of or- 
thodontie appliances. 

If lingual arch breakage, which usually occurs at the point of greatest 
stress at or just anterior to the soldered anchor post, is due to the unavoid- 
able faults of all soldering operations upon orthodontie alloys, then it is 
desirable to construct the lingual arch of one continuous wire, having no 
soldered joints. 

Such an arch is here presented as an attack upon the breakage prob- 
lem and to further simplify lingual arch technic (Fig. 1). 


Fig. 1. 


It is one continuous 0.038 wire without a soldered or anchor post or lock ; 
the anchor post, an integral part of the wire, being formed by a loop of the 
arch wire accurately fitting into recessed tubes. These heavy wall tubes are 
made of a special alloy that will withstand wear and pressure. 

It is important that the loops and tubes be made in accurate dies for ab- 
solute fit. These arches are designed in graduated sizes to fit a variety of 
cases (Fig. 2). 

It retains the tensile strength and ductility usual in the orthodontie wires 
as they are supplied by the manufacturer, and should resist greater stress a))- 
plied by the manipulations of either the orthodontist or the patient. 

The technic for the assembly of the one piece lingual arch is as follows: 

(1) Make molar bands by direct or indirect method and assemble on 
model. 

(2) Solder the lingual tubes, supplied with each arch, at a position as fa" 
forward as practical, allowing 5 mm. distance between the tubes and location 


*Read before the Thirtieth Annual Meeting of the American Soriety of Orthodontists, 5‘. 
Louis, Mo., April 21-24, 1931. 
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A One Piece Lingual Arch 


Fig. 3. 
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of the anchoring lug. The tubes preferably are to be parallel to each other, 
although variations in the vertical axis of the molar teeth make absolute 
paralleling difficult and frequently impractical. 

(3) Take measure, with arch measuring wire, Fig. 3, of predetermined 
arch position, measuring from center of tube on one side to center of tube on 
the other side, laying this measure out on linear arch measurement gauge, 
Fig. 4. 

(4) Select correct arch size nearest to this measurement for case at hand, 
shaping it to approximate fit, or correct size can be selected by trying arches 
direct to case. 


1.750” 

1.875” 

2.000” 

2.125” 

2.375” 

2.500” 

2.625” 

2.750” 

2.875” 
3.000” 
3.125” 
3.250” 


(5) Seat the anchor loops of the arch in the tubes with the molar bands 
upon the model (hold arch down with instrument), and apply slight heat to 
anterior portion of the arch to make passive, or it can be fitted by bending. 
The base wire is to lie in as few different planes as possible. 

(6) Solder anchoring lugs at the distolingual angle of the molar bands, 
to be made as shown in Figs. 5 and 6. 

That part of the arch distal to the anchor loop is to be shortened, curve 
and bent so as to exert pressure against the distolingual angle of the molar 
band as indicated, and firmly seated into the anchoring lug. This results by re- 
action in imparting spring torque to the anchor loop within the tubes and giving 
any degree of snug fit which can be increased at any time by further pressure. 
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(7) Solder any indicated auxiliary springs well forward on the arch with 
low fusing solder, recurving if pressure is indicated in the premolar region, 
keeping in mind the fact that soldering weakens the arch, particularly at 
points of stress (Fig. 7). 

(8) Place anchor loops in the tubes and tap the arch to place on the 
model (Fig. 8). 

(9) Remove appliance from the model and cement the bands in the mouth 
and tap the arch to place, seating the loops into the tube recesses. 


Biss 


(10) For exceptional cases or where a more permanent lock is desired, 
depress or burnish the lingual portion of the oval tube to engage the radius 
of the arch wire partially or completely. If absolute permanency is desired, 
insert a locking pin or ligature through a hole in the lingual occlusal por- 
tion of tube and tie the arch down into the tube, but this is seldom indicated. 


(11) The distal extension of the arch can be bent to engage the second 
nolar if desired. 
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(12) The anchor loop is the only part of the arch supplied in its hard 
drawn condition, in order to give the tensile strength necessary to impart 
the torque needed to insure stability. Therefore care should be exercised in 
making adjustments adjacent to the anchor loop. Do not spread the anchor 
loop post. Rely upon increasing the torque within the tubes (by bending 
the distal arch extension against the molar band) to take up any play that 
may develop. The anchor loops which are accurately made by means of special 
dies are so bent as to obviate any possibility of loop breakage. The loops are 
given a microscopic test to avoid imperfections. 

From considerable experience in the use of these lingual arches in my 
practice, this technic has evidenced a step in the right direction and offers, in 
my opinion, several advantages which follow: ease of assembly and the elimi- 
nation of four soldering operations, any one of which may injure the arch by 


Fig. 8. 


overheating ; the anchor loop posts are parallel to the long axis of the arch side 
arms and to each cther, and are also in the center of the arch wire and at right 
angles to the occlusal plane; the arch as supplied being symmetrical, anchor 
loops parallel and the base wire all in the same plane, 1t is comparatively easy 
to have the base wire and anchor loops lie in as few different planes as pos- 
sible when the arch is fitted which is desirable; it eliminates the need for 4 
spring lock of the usual types, which frequently irritate the gingivae; it pos- 
sesses a great deal more resiliency with no fear of weak soldered joints or 
embrittled wire; it simplifies lingual arch technic; the tubes and arches are 
freely interchangeable with assurance of precise fit. After dental arches are 
developed as the result of using the arch with finger springs, the original arc! 
can be replaced by a larger one to take up space between the arch and the 
teeth with but slight adjustment. 
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The one-piece arch can be made in nickel silver for use in charity and 
college clinics, the finger springs to be attached with a very low fusing solder, 
making lingual arch technic available in those cases where the cost of precious 
metal appliances is prohibitive. It is obvious, however, that the use of gold- 
platinum alloy is preferable in all cases. 

The lingual oval tubes and anchoring lugs could be supplied by the manu- 
facturer already soldered to seamless molar bands. Bands so made would fur- 
ther simplify technic, making possible the fitting of the entire appliance in 
the mouth, obviating the necessity of adjusting the appliance on a model. 

The recessed lingual tube principle, as presented with this appliance could 
advantageously be adopted for use with the half-round tube and soldered post 
(also with oval tube and soldered oval post). 

The lingual and inner margin of the recessed tubes are to be burnished or 
sprung around the radius of the arch wire where it passes over the tube. This 
offers a new locking principle to replace the usual auxiliary spring lock. 

I am greatly indebted to R. V. Williams for valuable cooperation in the 
development of this appliance. 

My own interest in the appliance is exclusively scientific. 


me, 
-_ 


A FEW THOUGHTS CONCERNING LINGUAL LOCKS, 
HALF-ROUND IN SHAPE 


By Juuius ADERER, NEw York, N. Y. 


HERE is hardly an appliance that has given the orthodontists more trouble 
than the locks available for lingual correcting wire. 


The ones generally employed are plain half-round posts and tubes. If it 
were possible to manufacture them uniformly at all times to within Yooo of an 
inch so that they would be absolutely interchangeable, they might prove more 
satisfactory than they do. A metal out of which seamless tubing can be made 
is always too soft and yielding for a retaining device, which fact has contributed 
to its failures. It is very difficult to make seamless tubing out of a refractory 
metal when that has a Brinell hardness of 200 or over. 


\ 


Fig. 1—A diagrammatic view of dental arch with new lock and alignment wire in position. 


It is true that steel, which has a Brinell hardness of over 200, can be made 
into seamless tubing, but only because steel can be worked in the red hot state 
and tempered afterward. I shall also confess that all precious metals and any 
of their combinations (excluding ruthenium and osmium) and containing no 
base metals can also be worked successfully in the red hot state, but then all! 
these alloys are too soft and yielding; an exception of course would be 30 per 
cent iridio-platinum, which, however, has other disadvantages in addition to high 
cost. No precious metal alloy containing base metal, such as copper or nickel, 
ete., can be worked while red hot. Copper is a necessary adjunct of precious 
metal alloys of high Brinell hardness, the higher the Brinell hardness the more 
difficult will be the making of seamless tubing for these alloys. 
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For these same reasons I was compelled to discontinue making my former 
half-round clutch locks, as I awoke to the fact long ago that the problem of 
manufacturing interchangeable half-round posts and tubes, and of a refrac- 
tory metal, is not solved. I know that round forms can be machined out of 
solid stock to a higher degree of accuracy than is possible with any other 
form. I started experimenting with round posts and sockets, and I believe that 
I have at last found a solution not only in the shape of the lock, but also in 
the alloy out of which it must be made in order to withstand the abuse it is sub- 
jected to in the mouths of little children and adults. 

One lock consists of a plain round post and a round tube into which the 
post fits snugly. There is a hole through both post and tube into which a lock 
pin is introduced. This lock pin is bent at right angles and is connected on 
its upper end to a narrow ring or tube which slides on the alignment wire. 


Fig. 3.—A_ sectional view of the elements of the lock disconnected from each other, on an 
enlarged scale. 


Fig. 4.—A piece of wire flattened on end as a means to pry lock pin out of its hold, on an 
enlarged scale. 


Fig. 1 gives a better idea of the principle of the lock than any written descrip- 
tion I ean give. It should be noted that the outside surface of the socket is not 
round but has one flattened surface, which was made for the purpose of easier 
soldering to anchor band, and also to reduce bulk, as space in the mouths of 
children is very valuable. 

A pen and ink reproduction of a model of a lower arch and alignment wire 
connected to this lock is herewith illustrated. The unlocking is done by means 
of a flat steel or brass wire introduced between tube and lock pin, so that when 
this little tool is twisted in one direction or another it will force the locking 
pin out of post and tube. I found it necessary to have the lock pin slide on 
the alignment wire to prevent it from dropping into the oral cavity or being 
lost during the operation of locking and unlocking. 
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I have worked on another lock, which according to the judgment of ortho- 
dontists whose opinion I value highly, is considered more practical by them. 
This lock is a modification of the half-round clutch lock. The new lock is 
machined out of solid stock and out of an alloy having a Brinell hardness of 
over 200. The tapered post fits the tapered socket all around, and all posts 
and sockets will and must of necessity be interchangeable. For the purpose of 
preventing any possible rotation of the round tapered post in its tapered 
socket, the post has a deep round slot on its larger end, into which 0.036 
inch alignment wire fits. The socket also has a slot on its larger end into 
which the alignment wire (that has been soldered to the posts) sinks, and 
when both are in a locked positicn, these slots will prevent the post’s rotating 
in its socket. 


Fig. 5.—A diagrammatic view of dental arch with modified clutch lock and alignment wire in 
position. 


Fig. 6.—A detailed view of lock, on an enlarged scale. 


For the purpose of locking and unlocking two pliers will be necessary. 
Instead cf a projection (as on former clutch locks) the socket has merely a hole 
into which the short pin (on end of pliers) fits. In order to avoid unneces- 
sary bulk, the socket is machined flat on one side on its outer surface. This 
will also facilitate soldering it to anchor bands. As Figs. 6 and 7 show, there 
are no sharp edges on either side of the socket to annoy the tongue of the 
wearer of the appliance. When locked, this little wire retaining device will 
sustain a tensile load of 200 oz. before the frictional hold between post and 
socket is broken. 

Very important also is the fact that the orthodontist or mechanic is not 
likely to spoil the lock when soldering the socket to the anchor band, or 
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soldering the alignment wire to the post, as both of these will have the right 
amount of solder-at the point to be soldered. All the operator has to do is to 
apply a little flux, and by holding the socket to the anchor band, or the post 
to the alignment wire, in the flame of the Bunsen burner by means of solder- 
ing tweezers, a strong union will be established with no solder visible. 


Fig. 7.—Views of elements of lock disconnected. 


My observation on discarded orthodontie appliances, which as manufac- 
turers we receive in great numbers for credit, forces me to the conclusion 
that with few exceptions too much solder is employed on the appliance. Wire 
solder is good enough for certain purposes, in the hands of an expert, but 
surely not for all soldering operations in the construction of orthodontic ap- 
plances. 
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A COMPREHENSIVE ORTHODONTIC TREATMENT RECORD* 
By Bernarp L. Hyams, D.D.S., Montrrean, CANADA 


EVERAL years ago, Dr. Carl O. Engstrom of Sacramento, Calif., presented 

a novel form of orthodontic treatment record possessing great possibili- 
ties... This record was taken up among others by Dr. J. Lowe Young of New 
York City, and considerably modified. I was fortunate enough to receive a 
copy of Dr. Young’s record, and abcut five years ago, modified it to its present 
form. Since then it has proved so satisfactory that it is presented for con- 
sideration of its merits. By the use of this form a record of the treatment is 
obtained in fairly complete sentence formations. Some of the advantages of 
this record are, rapid inscription that enables the operator himself to make 
the entries at each appointment, the arrangement of the information in a 
methodical manner that reveals every detail of the treatment at a glance, 
including every adjustment of the appliances, and the activity of each tooth, 
and as the record progresses, an authentic history is provided of the treat- 
ment that discloses the nature of the cooperation accorded by the patient. The 
exact time spent on a case, which information is available, is useful in connec- 


tion with economie analyses, while in practice, a perusal of the record prior 
to the adjustment of the appliances is a sound routine procedure. 


DESCRIPTION OF THE RECORD 


The folder is made of strong heavy paper and the card of bristle board 
to take either ink or pencil. The record may be made to correspond in size 
with the regular filing cabinet used. 

Printed on the upper inside face of the folder (Fig. 1) are two lists of 
symbols that are employed to signify the respective operations indicated by 
them in the tooth columns, and the respective appliances indicated, in the ap- 
plianee columns of the record ecard. 

On the lower face (Fig. 2) appear the lists of symbols that signify the 
adjustments respectively indicated in the tooth columns or the appliance 
columns, and the symbols for the time columns that are concerned with ap- 
pointments. On the middle face there appear (Fig. 3) the diagnosis form 
described in a previous work, ‘‘Physiologic Diagnosis: A Key to the Regula- 
tion of Complex Malocclusions,’” columns for recording a series of measure- 
ments to note the progress of lateral development, for recording the dates 
when impressions, x-ray pictures and photographs are taken, for details con- 
nected with muscle training, and a large space for noting special features 
that arise during the treatment of a case. 


*Clinic presented at the Thirtieth Annual Meeting of the American Society of Orthodontists, 
St. Louis, Mo., April 21-24, 1931. 
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Fig. 3.—The middle face of the folder with the blank diagnosis form, columns for record- 
ing measurements of lateral development, for the dates of x-ray pictures, photographs and casts, 
for details connected with muscle training and a large space for entering special details. 
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The portion of the record shown (Fig. 4) illustrates the ruling of the card 
and the manner in which the history is transcribed. By referring to the 
folder, the decoding of the symbols will exemplify the comprehensive nature 
of the record. 

In routine practice the same symbols are repeatedly employed so that fa- 
cility in their use is rapidly gained. Each operator may draw up a series of 
symbols to suit the particular routine of his practice and to record as detailed 
a record as will accord with his wishes. 
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THE NORTHCROFT PLASTER PLANE* 
By Grorce Nortucrort, O.B.E., L.D.S8., R.C.S., ENGLAND 


REGRET the apathy of the profession toward producing models, for ortho- 

dontic and other purposes, that are at all presentable or practical for per- 
manent record, storage or illustration. The reproduction of models in some 
journals, compared to the meticulous accuracy and eare displayed in similar 
work elsewhere, does not redound to the credit of the English profession. 

Indeed, so small is the demand for what is really an extremely useful 
laboratory tool that Messrs. Ash, the original makers, have taken the outfit 
off the market and now only produce it to order. After an interval of twenty- 
five years an endeavor is being made to stimulate once more interest in this 
subject by the introduction of a stainless steel plane. 

The whole outfit consists of a rustless plane and rustless steel blade of 
convenient size, a shooting board which enables surfaces to be planed at right 
angles to one another, a modified form of an engineer’s scribing tool, and a 
tripod by means of which the base of models can be cut up parallel to the oe- 
clusal plane. To these have been added a small T-square and a foolproof 
plane-blade sharpener. The underlying object is to obtain models uniform in 
appearance by a mechanical process adapted to the intelligence of a plaster 
boy. 

The models having been cast in the usual way with stone teeth and plas- 
ter base, or compensated plaster or just ordinary dental plaster, the maxillary 
model is placed upside down on the rubber surfaces of the tripod so that the 
model rests cn the first molars and cutting edges of the incisors (or the e |e 
and a|a in the deciduous dentition), the two together are now placed on a 
sheet of plate glass or similar flat surface, the point of the scriber is adjusted 
to the lowest portion of the base of the model, or in such a way that the depth 
of the ‘‘art’’ portion in the front of the model is one-third of the whole. A 
line is then seribed right round the whole uneven surface of the model, which 
defines the outline of a surface which must be produced by the plaster plane, 
which surface is now parallel to the occlusal plane. Placing the model on the 
shooting board on this surface, the back of the model is now ‘‘shot’’ off at 
right angles to this base and also at right angles to the median raphé. This 
can be tested by beginners with the little T-square. Next a point is drawn 
opposite the middle of the canines (deciduous or permanent) and to this point 
the sides are ‘‘shot’’ parallel to the cheek teeth, from these two points sur- 
faces are ‘‘shot’’ to the frenum labii. The two back angles are now produced 
by adjusting the back of the model to the movable guide on the shooting boar 
in two different positions for the right and left sides, thus ‘‘shooting’’ sur- 
faces at an angle of 45 degrees to the back. 


*Given at a Demonstration Meeting of British Society for the Study of Orthodontics. 
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After the maxillary model is completed, it is placed in occlusion with the 
mandibular one, and placed on its base on the glass plate, and a line of the 
desired height is scribed round the mandibular model, and this will make the 
base of the mandibular model in its turn parallel to the occlusal plane. The 
model is cut up exactly as in the former case except that the front surface 
between the canines is cut on a curve and the base is cut out with a coarse cut — 
ribbon hack-saw mounted in a fret-saw frame. The last step is a recent im- 
provement by which the lingual surfaces are more adequately illuminated, 
permitting them to be easily photographed, and reminding the orthodontist 
of the necessity of studying the lingual as well as the buccal occlusion. The 
débris from the saw cut drops into a specially designed sliding bench apron, 
thereby keeping the laboratory floor and workman clean. 

It is most important, if the surfaces are to be planes at true right angles 
to one another, that the cutting edge of the plane blade should always be at 
right angles to the sides, and for this purpose a clamp with a roller at the back 
is designed so that when sharpening the blade the edge should be kept square. 

The whole process takes from fifteen to twenty minutes, whereas enthusi- 
asts have been known to spend as a routine as much as one to two hours in 
producing adequate models by other methods. 

Illustrations of the above can be seen in old catalogues which are begin- 
ning to be of almost historic value. 
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CONCEALED CANCER OF THE TONGUE* 
By F. MacF rr, M.D., New York, N. Y. 


N SPITE of the fact that the tongue is an accessible organ, there is a dis- 

couraging number of failures to recognize early lingual cancer. Delin- 
quency on the part of the patient is sometimes responsible, but with increas- 
ing public education on the subject of cancer the patient is becoming less 
frequently to blame. An impressive number of failures must be attributed 
to the medical profession. 

Diagnostic failures come about in two ways. First, the lesion is dis- 
covered but not recognized as being cancer. It is mistaken for some benign 
condition, such as an aphthous ulcer, syphilis, or a traumatic lesion. This is 
a large and interesting group but must be omitted from the present discussion. 
We are now concerned with another group in which the lesion is not dis- 
covered. It is not discovered because it is partly concealed and because the 
symptoms are not recognized as pointing to the tongue. Of seventy cases 
reviewed in the preparation of this paper a little more than 20 per cent be- 
longed to this group. 

There are two clinical types of cancer of the tongue which may be called 
concealed. There is the type which conforms to the classical descriptions 
of cancer but which eseapes detection because of its situation. Cancers of 
this kind are located far back on the tongue, usually in its pharyngeal por- 
tion. Favorite sites are those at which there is angulation of the lingua! 
mucous membrane as it merges into the mucosa of adjacent structures, as 
at the base of the pharyngeal tonsil or of the tonsillar sinus, at the lingual 
attachment of the glossopalatine arch, in the valleculae, or at the glosso- 
epiglottic fold. The other clinical type of concealed cancer escapes detection 


*Read before the New York Surgical Society, October 8, 1930. 
Reprinted from Annals of Surgery, 43: 481, 1931. 
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because it is almcst completely buried in the substance of the tongue. This 
type is nearly always in the posterior half or two-thirds of the tongue and 
is found most often on the inferior surface of the oral portion of the tongue 
where its mucous membrane reflects onto the floor of the mouth. Fitzwilliams’ 
deseribes varieties of it as the indurated plaque and the nodulated indura- 
tion. It differs most strikingly from the usual eoneeption of lingual cancer. 
Cancer of the tongue is most often described as a foul, irregular ulcer, with 
uneven and sloughy flcor and with rolled-out, hardened edges. On the con- 
trary, the external ulcer of the infiltrating type of concealed cancer may be 
very small, or indeed missing, whereas the tumor mass may be large and 
deeply invading. There is usually a slight dimple, or pucker in the mucous 
membrane over the most superficial part of the tumor. Here there may be 


Fig. 1.—Showing depression over the center of the lesion under the tongue; mucous membrane 
is intact. 


a slight loss of epithelium or it may be intact. Often there is a slight pallor 
of the surrounding mucous membrane. Just why there should be such deep 
invasion with so little external ulceration is not apparent. Histologically, 
the tumor is squamous celled and not cf adenomatous origin. This form of 
cancer may involve a large part of the tongue before it is discovered by 
either the patient or his physician. 

The two types of hidden cancer just described are not usually detected 
in the course of a routine clinical history and examination. The symptoms 
oi early cancer of the tongue are not those of advanced cancer. It is unfor- 
tunate that pain in the tongue is still listed as an important symptom of 
cancer. Pain is very likely not to be an early symptom. This is particularly 
trie if the lesion is located in the less sensitive posterior portion of the 
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tongue. In general, it may be said that there is a striking absence of early 
symptoms which point directly to the tongue. Such symptoms as are present 
may be more or less indirect and therefore misleading. A routine examina- 
tion of the tongue may also be fruitless. A cancer situated far back on the 
tongue, even if ulcerated, is not seen unless the laryngeal mirror is used. 
A cancer lying almost wholly within the substance of the tongue likewise 
escapes observation, even when the tongue is thrust far out. Having the 
patient elevate the tongue may reveal suggestive signs if the growth is well 
forward. When, however, it is in the posterior half or two-thirds, raising 
the tongue merely serves further to obscure the growth, because when ac- 
tively elevated the tongue is automatically retracted at the same time. 

The palpating finger is much more reliable than the eye in detecting 
eancer of the tongue. If the tongue is relaxed during the examination, an 
indurated area, unless it is very far back, will nearly always be felt. If, how- 
ever, the tongue is thrust out, its muscles are hard and a zone of induration 
may be missed. Valuable as the procedure is in the discovery of cancer, 
palpation of the tongue is not ordinarily done by the examining physician, 
unless something is suspected. The patient likewise rarely touches his tongue 
with the finger unless he senses some change in it, and it is surprising how large 
a growth in the posterior part of the tongue may become without giving ap- 
preciable local symptoms. The following case histories are illuminating: 


Case 1.—Hosp. No. 79423. White, female, thirty-seven years old. About 
August 1, 1929, the patient began to notice that when drawing her tongue in 
she had ‘‘an unnatural sensation’’ in the posterior part of it. Soon afterward, 
perhaps a few weeks, she developed several ‘‘canker sores’’ on the left side of 
her tongue and on the inside of her left cheek. She consulted a surgeon who 
made a microscopic examination and found that she had Vincent’s angina. 
The lesions were treated locally with an arsenical solution applied with cotton 
for an hour or so at a time. Treatment in this manner was continued for three 
or four months. All of the sores healed and the patient felt well except that 
she had considerable pain in the back of the tongue when she yawned. 

About a month later she developed a blister-like pus pocket in the region 
of the left tonsil. She was seen by a second surgeon who incised it. There was 
a good deal of bleeding but the patient did not see any pus. The wound seemed 
to heal, but about two weeks afterward the patient began to have a sticking 
pain in the left ear, pain in the left side of the head, and along the left side 
of the mandible. Soon a swelling appeared in the left posterior portion of 
the tongue very near the tonsil. White patches developed about this area, on 
the tonsil, tongue, and soft palate. The tongue became hard and ‘‘knotted up”’ 
so she could not use it. Further examinations by a number of surgeons con- 
firmed the original diagnosis of Vincent’s angina. Intravenous treatment was 
carried out but no improvement resulted. After one month the swollen are: 
was incised. This was followed by further intravenous treatments and loca! 
applications. The condition became rapidly worse. The patient was seni 
to a sixth surgeon whose description of the lesion follows: 

‘‘There is a triangular ulcer on the under surface of the left border of the 
tongue opposite the first and second molar teeth. This is an inverted triang! 
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in shape, 1 by 0.5 centimeters in diameter. It has a clean, red surface and 
a low border. From this start there has been an invasion into the tongue 
substance posteriorly through the entire left half of the tongue as far as the 
epiglottis. In this latter region the infiltration has broken through the sur- 
face to form a typical cancerous ulcer 1.5 centimeters in diameter. The left 
soft palate shows invasion which is continuous with an induration about 
the left tonsil, but the recent incision at the tonsil may have been followed by 
an inflammatory reaction to which the tonsillar induration could be ascribed. 
The infiltration of the tongue definitely limits the degree of motion. Appar- 
ently there has been no extension beyond the region of the tongue itself ex- 
cept that in the soft palate. The submaxillary and deep jugular chains of 
lymph nodes are involved. The condition is wholly inoperable.’’ 

The diagnosis of cancer was confirmed by biopsy and palliative radiation 
instituted. The patient died two months after the diagnosis was made and 


2: Fig. 3. 


; Fig. 2.—Longitudinal section through the tongue of patient shown in Fig. 1. Note deep 
Invasion toward center of tongue. An area of cystic degeneration is seen toward the tip. 


Fig. 3.—Showing cancer invading tongue. Mucous membrane intact. 


ten months after the onset of symptoms. In this case Vincent’s angina may 
have preceded or have been subsequent to the onset of carcinoma. It is evi- 
dent that attention was so completely centered on the infectious process that 
the cancer was overlooked. 

Case 2.—Hosp. No. 70050. White, male, fifty-one years old. For about 
six weeks the patient had suffered from almost constant pain in the upper ab- 
domen, The pain was severe and radiated across both sides of the abdomen, to 
the lower anterior chest, and to the back in the region of the shoulders. The 
pain was not definitely related to meals but usually came on within a few 
minutes after he had eaten and lasted for two or three hours. The patient has 
ofien felt as if something prevented food from passing through his stomach. 
H* also has had some discomfort in the throat when swallowing, and now takes 
nceihing but soft food and liquids. 
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In addition to this stomach trouble the patient has had persistent new- 
ralgia in the left side of the face and jaw, the left side of the head, and in the 
left ear. He sometimes feels as if some one were jabbing an ice pick in his ear. 

Past history.—No history of venereal disease; is a heavy smoker of pipe 
and cigars; alcoholic stimulants in moderaticn. 

Family history——No malignant disease. 

Examination—The mucous membranes of the mouth are of good color. 
Teeth sound, except for some peridental gingival infection. Tonsils small, 
pharynx slightly injected. The protruded tongue deviates slightly to the 
left. No palpable lymph nodes in the neck. Heart and lungs negative. <Ab- 
domen negative. Genitalia negative. Patellar reflexes diminished. 

Laboratory findings —Urine negative. Blood Wassermann negative. Ra- 
diographic findings—Barium meal. Pylorus and duodenum negative. Some 
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Fig. 4.—Schematic illustration of sensory nerve supply of tongue, various communica- 
tions. F.—Facial nerve. V.—Vagus. G.P.—Glossopharyngeal. M.—Mandibular division of 
the trigeminal. T.P.—Tympanic branch of facial. S.S.P.—Smaller superficial petrosal. T.G.P. 
Tympanic branch of the glossopharyngeal. O.G.—Otic ganglion. Aur.—Auricular branch of 
vagus with communicating twig from sensory root of facial. Aur.T.—Auriculotemporal branch 
of the mandibular. C. T.—Chorda tympani. J.G.—Jugular ganglion of the vagus. G.N.— 
Ganglion nodosum of vagus. S.G.—Superior ganglion of glossopharyngeal. P.G.—Petrous 
ganglion of glossopharyngeal. 


constant irregularity of the cardiae portion of the stomach suggestive of a 
defect. No six-hour retention. 

Laryngeal examination.—The laryngeal box is tremendously large but ana- 
tomically and physiologically normal. There is a swelling beneath the le't 
side of the tongue about the level of the last molar. The tongue deviates ‘0 
the left. Suggest x-ray with the possibility of finding a stone in the sub- 
maxillary gland. 

X-ray report.—No evidence of stone in submaxillary gland. 

Neurological examination.—Pupils small and slightly irregular, react to 
light and accommodation. The tongue deviates to the left because of fixation 
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to the floor of the mouth. Left knee-jerk sluggish, right absent. Ankle jerks 
not obtained. No Romberg. The probability of an early tabes must be con- 
firmed by spinal puncture. 

On December 19, 1928, eight days after admission to the hospital, a more 
careful examination of the tongue revealed a hard tumor imbedded in the left 
half of it opposite the second molar. It seemed fixed in the substance of the 
tongue and was slightly sensitive to pressure. Inspection of the surface of 
the tongue revealed a little flattening on the dorsum overlying the tumor. 
The left inferior lateral surface of the tongue near the reflexion on the floor 
of the mouth showed an area 0.5 centimeters in diameter over which the mu- 
cous membrane was slightly retracted and fixed to the tumor. There was no 
ulceration, but the area had a slightly rough, or granular surface with a little 
erayish stippling. The patient was unaware of the presence of the tumor but 
after its discovery remembered that the tongue had recently ‘‘felt a little raw 
as if it had been seraped.”’ 

A diagnosis of cancer was made and on December 24, 1928, a hemiglossec- 
tomy was done. This was followed by excision of the lymph nodes of the 
neck on both sides. No involvement was reported. The patient is well at the 
present time. 

In this case the chief complaint was upper abdominal pain which radi- 
ated to the lower, anterior chest and to the posterior shoulder regions. This 
very misleading symptom disappeared immediately after removal of the lin- 
gual carcinoma and has not returned—now nearly two years after opera- 
tion. We may conclude therefore that the pain in this case was not due to 
a peptic ulcer, for example, but to cancer of the tongue and that it was re- 
ferred to areas of vagus distribution. It is noteworthy that this symptom is 
mentioned in only one other case of the group studied. We are reminded 
that the jugular ganglion of the vagus communicates with the petrous gan- 
glion of the glossopharyngeal nerve by an inconstant branch (see Fig. 4). 

When cancer is located in the posterior half of the tongue one of the 
first and most consistent symptoms is pain in or about the ear and rarely in 
the tongue itself. It is interesting that pain which presumably has its origin 
in the tongue is so constantly referred to the ear. In glossopharyngeal 
neuralgia, as described by Doyle,? Adson,* Dandy,* and others, pain in the 
ear is one of the most constant and most prominent symptoms. It would 
seem, therefore, that painful disturbances of the glossopharyngeal nerve tend 
to be referred to the ear. The tympanic branch of the glossopharyngeal is 
generally believed to be responsible. 

Pain in the general region of the external ear may be explained in a 
Similar manner. Harris’ has pointed out that the sensory nerve supply in 
this region is very complex. No less than four cranial nerves take part in 
it. (See Fig. 4.) He gives them as: (1) The auriculotemporal branch of the 
third division of the fifth nerve; (2) sensory branches from the geniculate 
ganglion of the facial, or seventh nerve; (3) Jacobson’s nerve from the glosso- 
pharyngeal, or ninth pair; and (4) Arnold’s nerve from the tenth or vagus. 
Since all of these cranial nerves intercommunicate, pain arising from the 
tongue and referred to the ear and thereabout may readily be accounted for. 
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The symptom next in importance to pain in the ear is a certain amount 
of what patients refer to as awkwardness of the tongue. By this is meant 
some disability in swallowing, in dislodging particles of food from the teeth, 
and occasionally there is some clumsiness of the tongue in speech. This prob- 
ably is due in part to replacement of muscle by tumor tissue and sometimes 
to motor-nerve involvement. 

A third symptom often mentioned or elicited is a queer, unnatural, or 
tickling sensation in the involved side of the tongue. This is likely due to 
sensory nerve disturbance. 

These three symptoms, pain in and about the ear, motor disturbances, 
and painless sensory disturbances of the tongue, are to be emphasized as 
among the earliest and therefore the most important symptoms of cancer of 
the tongue. Salivation, pain in the tongue itself, fetor, and all of the text- 
book symptoms eventually appear, but by the time they are present the con- 
dition usually is hopeless. 

The signs of concealed cancer of the tongue are often overlooked unless 
cancer is suspected. Hints of its presence, however, may be derived from the 
following: 


1. When the patient protrudes the tongue far out, there is a tendency for 
it to deviate slightly toward the side of the lesion. This is due in part to 
replacement of lingual muscle by tumor tissue and partly to terminal motor- 
nerve involvement which produces an incomplete paralysis of the affected 
side of the tongue. 

2. Often a slight dimpling, furrowing, flattening, or other evidence of 
retraction of the surface mucous membrane may be seen. 

3. Occasionally it is possible to detect a slight defect in the patient’s 
speech. This results from mechanical disability of the tongue. 

4, Inspection may reveal a minute ulcer at the most superficial point of 
an infiltrating cancer. Lesions of the pharyngeal portion of the tongue may 
be revealed by the laryngeal mirror. 

5. Palpation properly done will nearly always reveal an area of induration. 

6. Too frequently, enlarged, hard, lymph nodes in the neck constitute 
the first observed sign of cancer of the tongue. Even then the primary 
lesion may be missed. We have records of such cases in which the teeth and 
tonsils have been vigorously attacked, the cancer in the meantime being over- 
looked. 

7. The signs of advanced cancer of the tongue are too obvious to require 
discussion. 

Once an ulcerated or indurated area is discovered in the tongue of an 
adult man or woman, diagnosis should not long be delayed. The possibility 
of eancer should be seriously considered from the start and should not be 
dismissed until the lesion is proved not to be cancer. When doubt exis‘s 
biopsy should be done, care being taken to include the margin of the lesion. 
A piece of sufficient size to insure good sections should be taken. The a-- 
vantages of such a biopsy far outweigh the possibility of harm. The dang:r 
of dissemination of cancer of the tongue through a biopsy properly done hes 
not been proved. Roux-Berger and Monod® state that biopsy has been done 
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ou 825 cases of cancer of the tongue at the Curie Institute without evidence 
of an aggravation of the disease. 

If radical treatment of a lesion is under consideration, histologic proof 
of its character should be established. Regaud? considers biopsy an indis- 
pensable part of the treatment of cancer of the tongue. He points out that 
it is no longer a manifestation of scientific curiosity, but rather an obligation 
on the part of the physician, and something which is due the patient. Clinical 
diagnosticians are sometimes wrong. In a little more than 5 per cent of the 
cases reviewed, benign lesions, most often tuberculous ulcers, were mistaken 
for cancer. 

Treatment of concealed cancer of the tongue does not differ in principle 
from that of cancer of the tongue in general except in so far as it may be 
influenced by the position of the tumor. Opinion is divided as to the relative 
merits of surgery and radium. Regardless of the agency used to destroy the 
local growth, however, any treatment of cancer of the tongue must include 
the regional lymph nodes. This was emphasized years ago by Kiittner.. The 
extent of adequate surgical treatment of cancer of the tongue has been logi- 
cally presented in a recent work by Semken.® The radiologic treatment has 
been fully described by Regaud,'? Lacassagne,'! Roux-Berger and Monod,'” 
and, in this country, by Quick.” 

Whatever treatment is elected must be thorough if it is to be effective. 
The first treatment is the decisive treatment. Recurrent cancer of the tongue, 
either local or in the regional lymph nodes, is rarely cured by any method. 
The responsibility attached to the first treatment is considerable. 

The prognosis in concealed cancer of the tongue is generally worse than 
that of the more obvious forms. This is not because of any biologic peculiarity 
of the tumor but because late discovery and its usual proximity to structures 
adjacent to the tongue contribute to make it bad. The principal hope lies in 
earlier recognition and better treatment. 


SUMMARY 


1. Cancer of the tongue in about 20 per cent of the cases is anatomically 
situated in such a way that it escapes early detection. 

2. Frequently, it is further obscured by the absence of symptoms, or by 
the presence of symptoms which are indirect and consequently liable to mis- 
interpretation. 

3. An attempt has been made to eall attention to certain symptoms and 
signs which should suggest the possible presence of lingual cancer, and 
thereby lead to its earlier discovery. 
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Body Mechanics and Posture. Robert Bayley Osgood. J. A. M. A. 96: 24, 
1931. 


In an article which has been approved by the Council on Physical Therapy 
of the American Medical Associaticn, Osgood emphasizes many useful points on 
body mechanics and posture. Although the terms posture and body mechanics 
have been used more or less synonymously, the author feels that body mechanics 
is the more descriptive and inclusive term. 


There are two contrasting types of body build—the ‘‘slender’’ high 
strung type and the ‘‘stocky’”’ placid type, and between these two types there 
are all grades of variations approaching from both extremes—a theoretical 
neutral type. The more serious and significant faults of body mechanics are 
found among individuals exhibiting the ‘‘slender’’ (visceroptopic) type of 
body build. 

Repeated clinical observations have brought home the fact that there is 
an intimate relation between body mechanics and health, and when good body 
mechanies replace poor body mechanies there is less digestive disturbance, and 
better results are noted in nutrition. In addition there follows a noticeable 
increase in alertness, vigor and endurance of the individual. 


Osgood mentions the lessons to be learned from the careful and well con- 
trolled survey in regard to the posture of the school children in Chelsea, Mass., 
conducted by the eminent authority on posture, Armin Klein and his associ- 
ate Thomas. The highly instructive conclusions of impartial reporters of the 
survey state that ‘‘ Analysis of the records shows that favorable results may 
be attributed to posture training. Posture training and the maintenance of 
correct posture contributed to the health and efficiency of normal grade school 
children.’’ (Italics reviewer’s. ) 

From observation extending over many years of study and including 
also thousands of subjects, it can be truly stated that poor body mechanics 
ave not ‘‘outgrown’’ to any considerable extent without training. On the 
o‘her hand, it is pleasing to note that good body mechanics once acquired in 
the adolescent period usually remain with the individual at least to adult life. 
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The Tonsil Problem. E. A. Greenberger. J. M. A. South Africa 5: 8, 1931. 


Greenberger reviews the history of the tonsil in the medical literature. 
The countless number of theories as to its function are divided by the author 
into (A) negative theories, propounded by Hippoerates, the eldest of the 
authors, and by many of the present-day writers who hold that the tonsils are 
simple glands without any specific function; (B) the medieval theories, ad- 
vanced about 150 years ago and hold that the tonsils directed the passage 
of food and aided in breathing; (C) secretion theories, advocated by those 
who believe that tonsils produce mucus to reduce friction of pharynx and 
soft palate; (D) resorption theories have supporters who maintain that the 
tonsils are built like a sponge and absorb saliva and particles of food to help 
them become blood-producing organs; (E) blood-producing theory, intro- 
duced by Stohr in 1884; (F) internal secretion theory, advanced by a few 
who have very little clinical evidence to support their theory; (G) transuda- 
tion theory, supported by those who have found that foreign particles are 
brought there by lymphatics draining the nose and throat; (H) defence 
theories, have a great many supporters, who state that the tonsils, especially 
in childhood, destroy numerous microbes and thus guard their entrance into 
the systemic circulation; (I) infectious theory, propounded by Stohr, who 
states that the tonsils are the cause of infectious diseases. Winslow ealls the 
tonsils a continucus menace to health. Moreover, Parry boldly calls the tonsils 
a development defect, a sad mistake of nature. 

While these theories of the function and purpose of the tonsils are very 
interesting, as well as historical, the problem of the tonsils is indeed far 
from solved, in spite of the fact, as the author states, that there are few organs 
in the body more easily accessible to sight and to touch. 

In regard to the surgical treatment of the tonsils, it may be a surprise 
for many to learn that Hippcerates more than 2,000 years ago tried to enucleate 
them with his finger nails. This method was in vogue until the twelfth cen- 
tury when all tonsil surgery was given up, until about 1718 when Heister 
advocated caustics to remove part of the tonsil, or tying a thread around the 
protruding part of the tonsil and removing the piece several days later. This 
last method with few modifications seemed to be in use for more than one 
hundred years. 

In 1783 Benjamin Bell invented the tonsillotome, and it is to be noted 
that the tonsillotome invented by Fahenstock in 1832 and modified by Mathieu 
is still in use in Europe. Thermocautery, electrolysis, and later x-ray and 
radium found adherents in the treatment of the tonsils. 

In 1900 tonsillectomy assumed the spotlight, especially in America and 
the author quotes Ferger who found in the American literature alone about 
200 different variations with different instruments. 


On Mental Sweating at High Atmospheric Temperature, Including a Para- 
doxical Phenomenon in Sweating on the Palm of the Hand. K. W. Kuo. 


J. Oriental Med. 14: 4, 1931. 
In an interesting article written from Manchuria Medical College, Mukdei 
and abstracted from the English text of the journal above named, Kuo men- 
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tions the fact that when the atmospheric temperature is high, sweating due 
to mental stress becomes apparent on the greater part of the body surface, 
while at ordinary temperatures it is restricted to the palm, the sole and the 
axilla. Both the palm and the axilla are regarded as areas of the skin where 
sweating due to emotion or mental activity regularly appears under ordinary 
conditions. This investigator makes the pertinent remark that it is strange 
that the sweat glands in the palm, which at ordinary external temperatures are 
readily set in action in response to moderate mental causes, no longer react 
to them when the temperature has been increased. 


Pneumonia in Children. E. Earl Moody. California and Western Med. 34: 
5, 1931. 


Moody makes some interesting comments on his review of 375 pneumonia 
cases seen in children at the Los Angeles General Hospital for the year July, 
1928, to July, 1929. While at first glance this number may appear to be un- 
usually large, yet it must be borne in mind that Los Angeles has the second 
largest Mexican population of any city in the world, being exceeded only by 
Mexico City, and that the overcrowding and unsanitary methods of living of 
the Mexicans is, no doubt, a marked contributing factor to the high incidence 
of pneumonia, even though as pointed out by Moody those individuals live in 
the climate of Southern California. 

Moody’s experience agrees with that of Griffith and others who found 
that it is difficult to state clinically whether the pneumonia be a lobar pneu- 
monia or a bronchopneumonia. In this respect it was found from autopsy 
examination that the x-ray picture did not fare so well as did the clinician in 
giving the most accurate estimate of the condition. 

In Moody’s series of cases the sexes were almost evenly divided, and as 
was to be expected, by far the greatest number of cases occurred in winter 
and the least in summer. Otitis media as a complication in 34 per cent and 
empyema in 6.4 per cent of the cases. The mortality rate of cases which sur- 
vived for more than forty-eight hours after admission was 9.6 per cent for 
cases diagnosed as lobar pneumonia, and a rate of 20.8 per cent for broncho- 
pneumonia patients. But Moody wisely points out that comparison of the 
death rate figures can never be accurate under our present criterion of diag- 
nosis. The fact that 75 per cent of all deaths although they comprise only 59 
per cent of the total cases of pneumonia were in Mexican children, merely em- 
phasizes the point mentioned by Moody that ‘‘it pays to give good care to 
children in building up resistance against infection with proper hygiene, 
vood food and proper inheritance.’’ 


A Survey of the Health of the Dublin School Child. Mary M. O’Leary. Irish 

J. M. Se. Sixth Series, No. 64, 1931. 

The survey of the health of the Dublin school child contains many points 
o* interest. O’Leary noted, for instance, that the incidence of defects was 
not always found to be in direct ratio to the unhygienic and faulty conditions 
prevalent in the schools. 

As a result of a physical examination of apparently normal school chil- 
dren, it was found that dental caries requiring immediate treatment was 
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present in fully 50 per cent of the children, but that fully 80 per cent re- 
quired some dental treatment. Almost 12 per cent of the children above the 
age of six years had defective vision. Other interesting data include the 
fact that many schoolhouses, particularly those located in the older parts 
of the city, were overcrowded, and, in addition, had such attendant evils as 
pocr ventilation and faulty illumination. Many of the classrooms had faulty 
or no heating arrangements whatsoever, and in practically no school was it 
possible to get the thermometer to register more than 52° F. in the winter. 

It is pleasing to note, however, that measures have been taken to rectify 
many of the shortcomings noted in this survey, particularly those pertaining 
to the children’s physical defects. 


Child Hygiene. Constance Ellis. M. J. Australia 1: 4, 1931. 


Ellis comments on some important phases of child hygiene, namely, (1) 
fresh air, (2) clothing, (3) food, (4) clean habits, (5) sleep, (6) exercise and 
play, (7) rewards and punishments. Ellis feels that most children who live 
in Australia get a plentiful supply of fresh air. She still advocates the woolen 
combination undergarment and “‘what is worn outside may be left to the 
individual taste.’’ 

The consideration of the diet of the two-year-old and the three-year-old 
needs careful attention, and during this age self-feeding has to be encour- 
aged and proper mastication inculcated. The writer is of the opinion that 
toys, books, stories and the like should not be introduced in order to divert 
the child while eating. 

Even in the matter of bathing and dressing, children should be encouraged 
to dress themselves. During the summer the child should be accustomed to a 
quick cold douche to follow the warm bath in the morning, and this routine 
ean then be put into effect in the winter. 

Children and parents seem about the same the world over, for Ellis warns 
parents, particularly the father, against exciting the child before bedtime 
with games and stories so that the child’s sleep is disturbed. 

Ellis wisely puts her foot down against set parties for children, and she 
thinks that sensible parents should oppose them. She is of the opinion that 
wholesome play for children with children develops the child’s spirit of give 
and take, which is of much greater significance than the indulged child who 
easily becomes selfish and self-centered. The writer aptly points out the 
opinion of all interested in child guidance, that those people who come in 
eontact with the child must be able to control themselves and their daily 
lives, and present to their children examples of courtesy, kindness and trut!- 
fulness. 

Ellis states that praise to children should be given more freely, and that 
although punishment may be necessary at times, it should neither be under- 
taken while the parent is angry nor held too long over the head of the erriny 
one. She further mentions a point which has found favor with many par- 
ents as a successful substitute for punishment, namely, that a little coldness 
of manner or the withdrawal of some small favor will often answer the pur- 
pose of punishment, especially in truthful and affectionate children. 
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EDITORIAL 


The Teeth of the Army and Navy 


ECENT notices in the public press contain the information that new 

standards have been set by the navy in regard to the dental requirements 
of the applicants for admission to the Naval Academy. These requirements 
seem to be.so low that many of us thought that possibly the public press was 
in error. However, in order to substantiate these facts, inquiry was made to 
\Vashington regarding the requirements of the teeth of an applicant for ad- 
nuission into the army or navy. 

We have before us, a bulletin from the Department of War, which under 
seetion X, lists the requirements of the teeth and which reads as follows: ‘‘No 
applicant or candidate will be accepted unless he has a minimum of three 
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serviceable natural masticating teeth above and below opposing, and three 
serviceable natural incisors above and three below, opposing. Therefore. 
the minimum requirement consists of a total of six masticating teeth and of 
six incisor teeth, all of which must be so opposed as to serve the purpose of 
incision and mastication.”’ 

‘‘Masticating teeth’’ include molars and premolars. The term ‘“‘incis- 
ors’’ includes incisor and canine teeth. An actual analysis of these require- 
ments makes it possible for a candidate for the army to be accepted who 
has only twelve teeth, six above and six below, providing they oppose each 
other. 

It seems to us that such requirements are extremely low and indicate 
that the army does not appreciate the importance of masticating apparatus 
as related to the general health of the individual. 

We find the following conditions are listed as causes for rejection: 

a. The loss of teeth in excess of the standard noted. 

b. Marked pyorrhea alveolaris. 

e. Gross prognathism or irregularity which interferes with serviceable 
occlusion. 

The Medical Department of the army seems to show some sign of intelli- 
gence when it recognizes the fact that irregularity of the teeth may interfere 
with serviceable occlusion. 

Several years ago, the Dental Department of the army attempted to 
build up a corps of trained men who would be capable of correcting deformi- 
ties of the children of army officers and enlisted men. For a number of years 
three commissioned men were assigned for special instruction in orthodontia. 
These men rendered a valuable service in the various army camps. However, 
the practice of assigning men for orthodontic training each year was discon- 
tinued when the number of dentists in the army was reduced. Those men in 
the service who had received a special orthodontic instruction attempted to fol- 
low the ideals which had been laid down previously but which did not meet 
with very much encouragement. This was due to the fact that they were 
compelled to do other work besides orthodontia, and very often would be trans- 
ferred from one station to another. A dentist would have a great many 
orthodontic cases under treatment and would suddenly receive a notice he 
was being moved to another post. No one who had any knowledge of ortho- 
dontia science would be sent to the post from which the trained man was re- 
moved, and consequently the orthodontia cases under treatment would suf- 
fer. As a result of this, the orthodontic service rendered to children of army 
officers has been unsatisfactory because the Department of War failed to recoz- 
nize the importance of having trained men in each large post to take care of 
these conditions. 

The standards required for admission to the United States Naval Acai- 
emy regarding the teeth, are as follows: 

(a) The teeth will be thoroughly examined by an officer of the Dentil 
Corps, when available, who will make written report on his findings an:| 
recommendations to the president of the examining board. 

(b) No candidate will be accepted unless he has a minimum of six serv- 
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iceable natural masticating teeth above and six below opposing, and also four 
serviceable natural incisors above and four below, opposing. Therefore, the 
minimum requirement consists of a total of twelve masticating teeth and eight 
incisor teeth, all of which must be so opposed as to serve the purpose of in- 
cision and mastication. A tooth which fails to enter into serviceable occlu- 
sion with the opposing tooth will not be considered serviceable. 

(c) Well-crowned teeth or single-tooth replacements by a standard 
method of bridge work, may be considered serviceable natural teeth. 

Teeth properly filled with permanent filling material will be considered 
serviceable natural teeth. Teeth containing unfilled cavities, or those showing 
signs of focal infection or involved with pyorrhea pockets, even though all 
cavities are properly filled, will not be considered serviceable teeth. 

It will be observed the requirements for admission to the United States 
Naval Academy are higher than they are for men being admitted to the 
regular army, national guards, and organized reserves. 

As a result of the information given out in the public press, it would 
seem that the Medical Department of the United States Navy fails to ap- 
preciate the importance of teeth to a lesser degree than does the army. 

We have before us, ‘‘Regulations Governing the Admission of Candi- 
dates into the United States Naval Academy as Midshipmen’’ under date 
of March, 1931. The original publication on page 13 states the following: 

‘‘(bb) A candidate shall not be accepted unless he shall have a minimum 
of 24 vital serviceable teeth of which there shall be not less than 8 opposing 
anterior teeth (incisors and euspids), of which 4 are directly opposed on each 
side of the median line, and 8 opposing molars, of which 4 are directly op- 
posed on each side of the dental arch. The required number of teeth shall 
be in such position as to serve the purpose of incision and mastication without 
the insertion of prosthetic appliances. 

‘“(ee) When the third molar teeth have not erupted, 20 vital serviceable 
teeth shall be required, provided in addition thereto it is demonstrated by 
Roentgen examination that the unerupted teeth will be in normal position on 
eruption and will present a total of 24 teeth, to the extent that the require- 
ments of subparagraph (bb) are fully met.’’ 

Attached to the published regulations to which we have referred, is an 
insert which gives the standards of acceptance for enlistment as follows: 

‘‘(a) No recruit will be accepted unless he has at least 20 vital serviceable 
teeth, and of these not less than four opposed incisors, of which two are 
directly opposed on either side of the median line, and 4 opposed molars of 
which 2 are directly opposed on either side of the dental arch. Teeth prop- 
erly filled or which have been properly restored by crowns may be considered 
serviceable when the history and appearance clearly warrant such consideration. 

‘‘(b) The absence of any of the following teeth, Nos. 6, 7, 8, 9, 10, and 
11 (superior incisors and cuspids), and any one of these teeth markedly out 
of line or rotated so that it presents a proximal surface to the lip, shall be 
considered a disqualification for service as a bugler or trumpeter.”’ 

The following requirements are necessary for a candidate being admitted 
‘0 Annapolis or Candidate for Commission: 
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The same as for enlistment (previously described in preceding para- 
graph), except that candidates for Commission shall be expected to present 
a higher standard and condition of the teeth, gums and mouth and. whatever 
restorations or misplacements may have been necessary. The edentulous 
spaces in the dental arch causing wide separation of the continuity of the 
masticating surfaces shall cause rejection. Replacements by bridges are not 
considered serviceable unless supplying missing teeth in excess of the 20 vital 
serviceable teeth required. 

You will note the recent dental requirements for the navy and admission 
of men to the Naval Academy and for Commissions, have virtually been re- 
duced 50 per cent. Instead of having eight anterior teeth as was formerly 
required, it is now necessary for the candidate only to possess two maxillary 
and two mandibular incisors provided they are opposite in opposing arches 
and on the same side of the median line. Also, instead of having four molars 
directly opposed to each other on each side as was formerly required, the candi- 
date now must have only two molars on each side, giving him only four molar 
teeth. This makes sixteen teeth, and the other four to make up the 20 vital 
teeth may be scattered around the mouth any place. Such a candidate would 
possess a dental apparatus which would be far below that encountered in the 
average individual. 

It seems to us that candidates for admission into the Naval Academy 
should have much better dental apparatus than those required by the above 
standards. We-do not know what was responsible for the change in the 
Bulletin as it was published in March 1931, as compared to the present stand- 
point that appeared in the public press the other day. From information 
gleaned in the public press, it would appear that some senator who had con- 
siderable influence in the Department of the Navy had a candidate for ad- 
mission to the Naval Academy who did not possess the 24 vital serviceable teeth 
as required in the rulings of March, 1931. Therefore, the standards of ac- 
ceptance were reduced to allow the candidate who did not meet the dental 
requirements of March, 1931, to be admitted because he was proposed by some 
powerful representative or senator. 

It is indeed unfortunate that the Department of the Navy of the United 
States Government does not recognize the importance of dental health any 
more than is indicated by the standard of acceptance for enlistments. We 
consider the lowering of dental standards a direct insult to the Dental Corps 
of the Navy and to the dental profession, as well as an admission that the 
candidates who apply for admission to the Naval Academy are far below 
the standards that are possible to find in the average individual. 

We believe the dental profession should take concerted action in re- 
questing the proper authorities to raise the dental requirements for enlis‘- 
ment to what they formerly were as published in the bulletin of March, 1931. 
The standards in the navy should be as high as they are in the army. 
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Applied Orthodontia* 


The third edition of MceCoy’s Applied Orthodontia made its appearance 
early in 1931. It is prepared as an introductory textbook for students and 
practitioners of dentistry. The book is profusely illustrated and considerable 
attention is paid to the diagnosis of malocclusion. 


A considerable part of the work is based upon the theories of Dr. Simon, 
and consequently, gnathostatic models and photostatie photographs play a 
great part. The author also features a system of diagnosis by transparent 
celluloid and gnathostatie charts which are used to show deviations from nor- 
mal development. He also seems to pay considerable attention to Pont’s index 
which has also been made a part of Dr. Simon’s contributions to diagnosis. 
Owing to the large amount of investigation which has been made in this coun- 
try to show the inaccuracy of diagnosis when based on Pont’s index, gnatho- 
static models, photostatic photographs and diagnostic celluloid charts, we are 
somewhat surprised that so much space should be devoted to these subjects in 
a modern textbook on orthodonties. 

While reading the textbook, one would also imagine the three plane 
method of diagnosis was something new and had never been heard of before 
the advent of Paul Simon’s system in orthodontia. It is indeed fortunate that 
the three plane method of diagnosis is presented as it is, because the student 
may get a very incorrect idea of its crigin and relation to scientific orthodontia. 

The portion of the book devoted to regulating appliances is very well 
written. Much of the lingual arch material is taken from Mershon and Oliver. 
A great many illustrations show the use of the half-round tube as part of the 
lingual locking device, regardless of the fact that it has been demonstrated 
and proved time and again the half-round lingual lock is by far one of the 
most unsatisfactory locks that is being used today. 

It is also unfortunate the author has used the terminology of Paul Simon 
which is one of the most unsatisfactory nomenclatures introduced into the 
orthodontic profession. If one will take the trouble to study the meaning of 
the words used by Dr. Simon, it will be seen that Simon gives the meaning to 
certain words which is contrary to that found in a modern dictionary. It is 
also to be regretted the author has seen fit to use obsolete terms as bicuspids 
and euspids, although we do notice he has used the correct scientific term of 
canines occasionally. It also would have been much better if he had used the 
terms adopted by the American Dental Association and the American Society 
of Orthodontists in speaking of maxillary molars and premolars, instead of 
upper molars and bieuspids and mandibular molars and premolars instead of 
‘ower molars and bicuspids. If authors do not use the accepted terminology 


*McCoy’s Applied Orthodontia is published by Lea and Fehiger, Philadelphia, Pa, 
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in their textbooks, how can we expect dental students to use the proper terms 
during their professional education? 

Under the subject of muscle exercises, the author features the exercise of 
the pterygoids, temporal and masseter muscles as advocated by Dr. Paul 
Rogers. It is my belief this particular type of muscle exercise has done more 
harm and has led more men astray than any adjunct to mechanical treatment 
that has been proposed. We recognize the importance of muscle function as a 
factor in making teeth assume normal occlusion and also in producing normal 
development, but the exercise suggested for the pterygoids, temporal and 
masseter muscles according to Rogers’ plan, is physiologically incorrect and 
therefore does much more harm than good. 

The portion of the book devoted to the treatment of malocclusion as a 
whole, is good. The book is one which should be in every man’s library be- 
cause, regardless of how much we may disagree with an author, we are al- 
ways bound to get many good thoughts from his writing. 


Dental Roentgenology* 


LeRoy M. Ennis, D.D.S., Assistant Professor of Roentgenology in the 
Thomas W. Evans Museum and Dental Institute School of Dentistry, Uni- 
versity of Pennsylvania ; Instructor in Dental Roentgenology, in the Graduate 
School of Medicine, University of Pennsylvania; Captain Dental Reserve Corps, 
United States Army, has prepared an interesting book on Dental Roentgen- 
ology. 

He devotes a small amount of space to the consideration of x-ray appara- 
tus and its construction. Chapter II is devoted to some of the evil effects of 
x-ray exposure. 

The chapter on the subject of Intra-Oral Radiography is well written and 
profusely illustrated. The technic of developing the film is also accurately 
covered and described. 

The book is profusely illustrated and is one which should be in the library 
of every man doing dental radiography. 


Recent Advances in Radiologyt+ 


All orthodontists and oral surgeons who are interested in the recent ad- 
vancement in radiology, should have the recent work by Dr. Peter Kerley, 
Assistant Radiologist, Westminster Hospital; Radiologist, the Royal Hospita! 
for Diseases of the Chest. 

This book does not go into the technic of radiology so thoroughly as some 
which have previously been published. We do not believe this is necessary, @s 
the technic of radiology has been so thoroughly demonstrated in previous 
years that it is not necessary to devote so much attention to that phase of the 
work as was in times past. 


*Published by Lea and Febiger, Philadelphia, Pa. 
{Published by P. Blakiston’s Son & Co., Philadelphia, Pa. 
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The book is particularly valuable because it pays more attention to the 
pathologic conditions as revealed to the radiographer than any book we have 
previously examined. 

Deformities and diseases of the skull are completely covered. The remain- 
ing portion of the book is devoted to various pathologic conditions with which 
every radicgrapher should be familiar. 
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: NEWS AND NOTES 


American Society of Oral Surgeons and Exodontists 


The thirteenth annual meeting of the American Society of Oral Surgeons and Exo- 
dontists will be held in Memphis, Tenn., October 16 and 17, 1931. The Elks Hotel will be 
the headquarters for the meeting. 

Howarp C. MILLER, Secretary, 
55 E. Washington Street, 
Chicago, Ill. 


American Dental Assistants Association 


The seventh annual meeting of the American Dental Assistants Association will be 
held in Memphis, Tenn., October 19 to 22, 1931. 
RutH F. Rogers, President, 
223 W. Jackson Blvd., 


Chicago, Il. 


Seventy-Fifth Anniversary of St. Louis Dental Society 


Plans are being made for the celebration of the seventy-fifth anniversary of the St. 
Louis Dental Society, at Hotel Jefferson, December 7, 8, and 9, 1931. 


The Chicago Dental Society Midwinter Meeting 


The 1932 Midwinter Meeting of the Chicago Dental Society is to be held at the 
Stevens Hotel, Chicago, January 18, 19, 20, and 21. 


The Program Committee already has in the process of development what promises to 
be one of the finest programs ever presented before any midwinter meeting of the Society. 
All members of the American Dental Association and members of recognized foreign denta! 
organizations are cordially invited. 

CHARLES R. BAKER, President. 
Howarp C. MILLER, Secretary. 


The Dental Society of the State of New York 


The Dental Society of the State of New York will hold its sixty-fourth annual meeting 
May 11, 12, 13, 1932, at Hotel Ten Eyck, Albany, New York. A cordial invitation is ex- 
tended to all members of state societies, Canadian societies and ethical dentists. 
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The officers and committees will present a program which we trust will enlist the at- 
tention of all dental practitioners. 

Dr. E. J. Burkhart, 800 East Main Street, Rochester, N. Y., is Chairman of the 
Program Committee; Dr. E. W. Briggs, 1116 Madison Avenue, Albany, N. Y., Chairman of 
the Exhibits Committee; and Dr. E. Burley, 80 Fourth Street, Troy, N. Y., Chairman of 
the Clinics Committee. 

For further information address the Secretary, Dr. A. P. Burkhart. 

Dr. A. P. BuRKHART, Secretary, 


57 E. Genesee St., 
Albany, N. Y. 


Society for the Advancement of General Anesthesia in Dentistry 


The next .meeting of the Society for the Advancement of General Anesthesia in 
Dentistry will be held at Saltzman’s 60 E. 42nd Street, in the Lincoln Bldg., New York 
City, on Monday evening, October 26. 

The meeting will open with a dinner at seven o’clock, and the scientific session will 
commence at eight o’clock. 

The essayist of the evening will be Dr. Frank W. Rounds, of Boston, Mass., who 
will present a talk entitled ‘‘ Practical Suggestions in Anesthesia for the General Dentist.’’ 

Dr. Rounds is President of the American Society of Exodontists and Oral Surgeons, 
and has earned a well-merited reputation in his specialty. 

The officers of the Society who have been elected for 1931-1932 are: James Tayloe 
Gwathmey, M.D., New York City, Honorary President; M. Hillel Feldman, D.D.S., New 
York City, President; Irwin Abel, D.D.S., New York City, Vice-President; Leonard Morvay, 
D.D.S., Newark N. J., Secretary-Treasurer. 

Membership is open to all ethical practitioners subscribing to the code of ethics of 
the American Dental Association. 


Greater New York December Meeting 


The seventh Greater New York December Meeting will be held at the Hotel Pennsyl- 
vania, New York City, November 30 to December 4, 1931. 

This meeting is held under the auspices of the First and Second District Dental So- 
cieties of the State of New York. Plans for this meeting provide for timely essays on 
important subjects, and a complete and comprehensive series of clinics, together with an 
interesting group of topical discussions. 

The Chicago Dental Society has accepted an invitation to furnish essayists and clinicians 
for the meeting, which promises much for those who attend. 

Plans are being formulated for a joint meeting of the medical societies of the Five 
Boroughs of Greater New York and the First and Second District Dental Societies. 

An exhibit by dental manufacturers will continue throughout the meeting. 

JoHN T. HANKS, Chairman. 
CARROLL B. WHITCOMB, Vice-Chairman. 


Notes of Interest 


Dr. George A. Dinham, who has been associated with the late Dr. J. B. Kohagen, 
wishes to announce that he will continue the practice of orthodontia at 601 Fidelity Build- 
ing, Duluth, Minn. 

Dr. Irving Rosenwasser announces his location in the Williamsburg Savings Bank 
Building, Brooklyn, N. Y. Practice limited to orthodontia. 

Dr. Thomas E. Hayhurst announces his location in the Medical Arts Building, Windsor, 
Ontario, for the practice of orthodontia. 
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Dr. Charles H. Patton announces the removal of his office for the practice of ortho- 
dontia to 1429 Spruce Street, Philadelphia, Pa. Dr. S. Merrill Weeks announces his re- 
tirement from orthodontic practice and the assignment of his practice to Dr. Charles H. 
Patton. 

Dr. Julius Goldberg announces the removal of his office to 97 Central Park West, New 
York City. Practice limited to orthodontia exclusively. 

Dr. Clinton C. Howard announces the removal of his office to Suite 1105, Doctors Build- 
ing, Atlanta, Ga. Practice limited to orthodontia. 

Dr. Max R. Kadesky announces the removal of his office to Suite 721, Roshek Build- 
ing, Dubuque, Iowa. Practice limited to orthodontia. 

Dr. Joseph H. Kauffmann announces that he will continue to engage in the practice 
of dentistry. His office is located at the Warwick, 65 West 54th Street, New York City. 
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